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Abstract 
Nursing faculty, through simulation with debriefing, have the opportunity to positively influence 
new graduate nurses’ clinical reasoning (CR). Debriefing following simulation is a time that the 
student can reflect on the simulated event, deciding what went well, what can be different, what 
was overseen, their personal performance and other items that are applicable to the scenario.  
Using a theory-based debriefing model, such as, the Integrated Reflective Debriefing Guide for 
Promoting Clinical Judgement (IRDG-CJ) is recommended to provide quality, effective 
simulation and debriefing activities.  To ensure simulation and debriefing experiences for 
nursing students are effective with student growth, it is recommended to use multiple tools, to 
compliment the theory-based debriefing model.   Using the Laster Clinical Judgement Rubric 
(LCJR) for student assessment, the Atwater Clinical Reasoning Map for Students (ACRMS) for 
student engagement, and completing debriefing facilitator evaluation with the Debriefing 
Assessment for Simulation in Healthcare-Rater Version (DASH-RV), the tools were found to be 
an effective practice for this performance improvement project.  The project involved 
implementing these tools for a rural, moderate nursing program.  Using the three tools, faculty 
participants (N=4) obtained the benchmark set for debriefing evaluation regardless of experience 
level.  Future work is required to note the effectiveness of the ACRMS and CR growth of 
nursing students. 
Key words: Clinical Reasoning; Clinical Judgement; Critical Thinking; Simulation; Debriefing; 
Integrated Reflective Debriefing Guide for Promoting Clinical Judgement (IRDG-CJ); Lasater 
Clinical Judgement Rubric (LCJR); Atwater Clinical Reasoning Map for Students (ACRMS); 
Debriefing Assessment for Simulation in Healthcare- Rater Version (DASH-R). 
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Chapter One: Overview of the Problem of Interest  
 Nurses are professionals who are trusted by their patients to provide competent, safe care.  
Patients depend on their nurse to care for them physically, emotionally, spiritually, and mentally 
in varying situations and complexities of health, illness, and medical need. 
“The baccalaureate graduate implements safety principles and works with others on 
the interprofessional healthcare team to create a safe, caring environment for care delivery” 
(American Association of Colleges of Nurses [AACN], 2008, p. 13).  To care for a patient 
safely, effectively, and holistically, a nurse must have a variety of competencies and skill.  
Clinical reasoning (CR) is a skill nurses must acquire; this skill is a complex, multifaceted skill, 
which has been challenging to define in the past.  Nurses are needed to problem-solve, react, and 
evaluate in an environment that is constantly changing and at times unpredictable (Jensen, 2012).  
CR is a skill that new graduate nurses are found to lack proficiency in (Simmons, 2010) despite 
the expert consensus that CR is a vital skill for the professional nurse (del Bueno, 2005; Killam 
Luhanga, & Bakker, 2011).  The AACN (2008) supports the use of simulation as part of clinical 
requirements necessary to earn a baccalaureate nursing degree, recognizing that simulation can 
assist with building clinical knowledge and skill preparation of the baccalaureate nursing student.  
The purpose of this chapter is to provide introductory information on the concern for a lack of 
CR development in the new graduate nurse, the significance to the nursing profession from this 
deficit, the desire to enhance this skill during nursing school, and the intervention of simulation 
with debriefing to provide the opportunity of developing this skill. 
Background Information  
CR has a variety of definitions and is often used along with the like terms: decision-
making, problem-solving, critical thinking, and clinical judgement (Hunter & Arthur, 2016).  
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Although many have superficially defined CR, it is a process that lacks a solid, wide-excepted 
professional definition (Hunter & Arthur, 2016).  CR is the pathway a nurse uses to make a 
judgement (Ashley & Stamp, 2014).  Tanner (2006) labelled CR as an ability “to think like a 
nurse” specifically the process of noticing, interpreting, responding, and reflecting (p. 209).   
Conditions a nurse experiences during patient care evolve continuously in complexity and with 
patient responses, concluding in a difficulty to illustrate a concrete definition of CR. Healthcare 
needs are different from patient to patient, requiring different pathways of noticing, interpreting, 
responding, and reflecting. 
As part of their professional role, nurses are trained to use a broad foundation of 
knowledge to form patient-caring skills; this requires the professional nurse to develop a strong 
ability to critically think, clinically reason, communicate, and assess (AACN, 2008; Jensen, 
2012).  To meet expectations of patients, patients’ families, colleagues, and other members of the 
interprofessional healthcare team, nurses must be able, when necessitated, to demonstrate CR 
skill.  In the workforce, nurses can develop this skill overtime through patient care experiences.  
New graduate nurses are expected to provide safe and effective care to their patients despite the 
lack of experience; they have to develop CR on their own. The development of critical thinking 
and CR skills of the student nurse can be challenging for various reasons; lack of exposure to 
atypical patient scenarios and inability to practice clinical skills are examples.  Simulation is a 
valuable resource to provide safe, effective, and reliable learning environments for nursing 
students (AACN, 2008; Forneris, et al., 2015; Kaddoura, 2010; Theisen & Sandau, 2013).  
Simulation is a growing field of providing clinical experience to healthcare students and 
professionals.   
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Examples of common items learned by nursing students in simulation include: nursing 
skills, medication administration, therapeutic communication, and delegation of tasks.  Students 
can experience a patient deterioration that can help them practice assessment, communication, 
and recognition skills. Nursing students can be exposed to simulated events that mimic a 
potential medical error and discuss processes and rationales for why a mistake occurred.   In 
addition to these common items learned, Tanner (2006) acknowledges a current desire of nurse 
educators is to use simulation to practice critical thinking and CR skills of nursing students. 
Although it is becoming increasingly clear that simulation is an important tool to use for 
nursing education, simulation without debriefing is not as effective.  According to Forneris et al. 
(2015) there are four critical indicators that should be used for the success of learning: 
“International Nursing Association for Clinical Simulation and Learning (INACSL) Standards of 
Best Practice, high quality simulation, trained and dedicated simulation faculty, and debriefing 
methods grounded in educational theory” (p. 308). Debriefing is a necessary aspect to enhance 
critical thinking and CR skills of nursing students through the use of simulation (Kadourra, 
2010).  Additionally, simulation has the potential to enhance critical reasoning if practiced 
correctly, and if not can merely allow for skill and assessment practice.  Discussion and 
reflection of the event gives a student the opportunity to grow their CR skills.   
In modern nursing education, institutes of higher education have a hybrid curriculum 
with hospital and theory, compared to in the past, when nursing education occurred only in the 
hospital.  This has caused a difference in the thinking process of the nursing student and the 
process that is needed as the professional caring for patients (Hunter & Arthur, 2016).  Nursing 
programs must provide innovative opportunities for the student nurse to gain this skill prior to 
entering their own practice.  The time period where a student transitions to a professional nurse 
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can have a profound impact on their career (Hatler, Staffers, Kelly, Redding, & Carr, 2011).   
Allowing the graduate nurse to enter the profession without CR skills already developed can be 
detrimental to the profession, patients, and the nurse (Saintsing, Gibson, & Pennington, 2011). 
Significance of Clinical Problem  
By 2024, the Bureau of Labor Statistics (2015) predicts that vacant nursing positions will 
reach up to 1.04 million.  This vast shortage of nurses has two main explanations: the aging 
population with increasing acuity of care; and a large majority of nurses in the same generation 
whom are retiring or approaching retirement age in the near future (AACN, 2017).   Educating 
more individuals to be professional nurses could solve the nursing shortage.  Contributing to the 
concern, and preventing a solution is the fact that colleges and universities are experiencing a 
shortage of: faculty, clinical sites, and preceptors for clinical requirements. This shortage caused 
nursing programs to turn away more than 66,000 applicants in 2016 (AACN, 2017).   The 
problem has a domino effect in the nursing profession.  This causes a decrease in nurses, a 
decrease in available professionals to assist with clinical opportunities at the patient bedside, 
increase pressure on nursing programs, and potentially an increase number of incompetent new 
nurses (Hatler et al., 2011; Saintsing et al., 2011).   
Zimmerman and House (2016) attributes decreasing clinical experiences as one reason 
for a practice-gap in nursing.  In an integrative literature review of new nursing practice, 
Hickerson, Taylor, and Terhaar (2016) found three conclusions for the profession: “first, the 
practice-gap is real; second, the gap is costly; and third, the solution will likely involve on-the-
job remediation…” (p.19). The current practice in the transition to the nursing profession is 
ineffective; new graduates begin their careers without the skill to prevent medical errors with 
their own CR actions, and the organizations are left to reeducate the new graduate nurse (del 
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Bueno, 2005; Hunter & Arthur, 2016; Killiam et al., 2011).  Experts from the Institute of 
Medicine (IOM; 2006) and National Priorities Partnership (NPP; 2010) report that nearly 7 
million medication errors occur each year (as cited by Zimmerman & House, 2016).  The IOM 
(2006) report findings that illustrate over half of medication errors occur in an inpatient setting 
(as cited by Zimmerman & House, 2010).  Further reporting from Saintsing et al., (2011), give 
an alarming illustration that 49% to 53% of medication errors are completed by a new nurse.  
Experts agree that up to 40% of patient falls occur with the care of a new graduate nurse 
(Hickerson et al., 2016).  The stress of potential and actual medical errors in this group of novice 
nurses can lead to professional dissatisfaction affecting their view of nursing practice personally 
and professionally.  
When employees are dissatisfied in their position, there is a higher chance of the 
professional leaving that role.  Managers are concerned with nursing retention and invest in their 
new graduate employees.  Turnover of new graduate hires in their initial nursing career is a 
concern in this industry.  Hickerson et al., (2016) report from multiple experts, that 60% of new 
graduate nurses, within their first year, will leave their nursing job.  Employing a new nurse for a 
short time is costly to the nursing department, the organization, and to the vested nursing 
employees.  The cost of replacing one nurse is between $60,000 to $108,000, and for the 
organization, every 1% increase in nurse turnover will mean up to $300,000 annually to maintain 
nurse staffing (Jones, 2008; Theisen & Sandau, 2013; Ulrich et al., 2008).   
In an attempt to change the current situation in the healthcare, “nursing has been 
identified as having the potential for making the biggest impact on a transformation of 
healthcare delivery to a  safer, higher quality, and more cost effective system” (AACN, 2008, 
p.1).  Hensel (2014) reports from the Quality and Safety Education for Nurses (QSEN) project 
REDESIGNING SIMULATION 17 
“six competency areas for nurses: (a) quality improvement (QI); (b) safety; (c) patient-centered 
care; (d) informatics; (e) evidence-based practice (EBP); and (f) teamwork and collaboration” (p. 
126).  Currently, new graduate nurses lack the CR skill to provide safe patient care in a time of 
complex and varying patient conditions (del Bueno, 2005; Killam et al., 2011; Zimmerman & 
House, 2016).   A quality concern for patient care stems from the lack of CR ability of a new 
graduate nurse.  
 Professors of nursing can attempt to alleviate the burden that a lack of CR in new 
graduate nurses has on the profession.   As professionals, and leaders in nursing, professors of 
nursing along with nursing administrators should require that new nurses enter the profession 
with a full set of skills to flourish their careers; giving the new nurse the opportunity to feel 
successful, professional, and capable of growing their professional nursing practice.  From the 
Project Manager’s (PM) observation of one rural nursing program in central, North Carolina 
(NC), instructors spend countless hours, often times struggling, to coordinate traditional clinical 
sites with multiple other nursing programs.   Difficulty locating experienced, competent nurse 
preceptors for senior practicum is a difficult task as well.  Simulation is encouraged to be utilized 
by nursing schools to provide clinical practice and experience (AACN, 2008; National League 
for Nursing [NLN], 2016).   Following these recommendations, the nursing professors at the 
targeted project site use simulation to provide clinical exposure, in addition to the traditional 
clinical experiences.  Opportunity with their simulation practice is noted through observations 
over the past two academic years (2015-2016, 2016-2017) to improve the debriefing portion by 
faculty.  Although faculty within the targeted site do perform a debriefing session no one faculty 
is consistent with another, and no standardized debrief and/or student evaluation tools are 
utilized. There is a range of variability within how debriefing is performed currently.  Cultivating 
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instructors’ debriefing can improve the outcomes of the simulation experience for their nursing 
students.   
Question Guiding Inquiry (PICO)  
Sackett, Rosenberg, Gray, Haynes, and Richardson (1996) define EBP as using outside 
information, in conjunction with individual knowledge and experience, to formulate the 
intervention for best patient outcomes.  “It involves tracking down the best external evidence 
with which to answer our clinical questions” (Sackett et al., 1996, p.72).  An approach to the 
development of a clinical question a professional is seeking information for, and to find outside 
information ascertain an appropriate intervention for a desirable outcome is the PICO model 
(Melnyck & Fineout-Overholt, 2015).  PICO is an acronym for: “P” meaning population, patient, 
or problem; “I” is intervention or exposure; “C” is comparison; and “O” meaning outcome 
(Melnyck & Fineout-Overholt, 2015).  The defined clinical question for this project seeks to 
understand; “If faculty in a pre-licensure baccalaureate nursing program can (P) utilize tools to 
standardize both simulation debriefing and evaluation of student clinical reasoning (I) 
following non-standardized, individual faculty lead simulation events, (C) increase faculty 
utilization of the Integrated Reflective Debriefing Guide for Promoting Clinical Judgment 
(IRDG-CJ) and Lasater Clinical Judgement Rubric (LCJR) for simulation session 
standardization (O1), and through  faculty assessment using the Debriefing Assessment for 
Simulation in Healthcare-Rater Version (DASH-RV) tool, giving evidence of proficient faculty 
debriefing skill (O2)?” 
 Description of PICO variables. Each of the PICO elements from the formulated clinical 
question are discussed in greater detail. Key points are expressed for each element to assist the 
PM in conducting an appropriate literature review.  
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Population. The population for the project implementation are faculty of a rural, pre-
licensure, baccalaureate nursing program.  The targeted project site is located in, central NC.  The 
nursing program employs six full-time nursing professors and accepts a maximum of 20 nursing 
students each academic year. 
Intervention. The model appraised for the standardization of debriefing was the IRDG-
CJ tool (see Appendix A).  The IRDG-CJ gives nursing faculty a model to practice standardized 
debriefing activities (AL Sabei & Lasater, 2016).  Through using a standardized approach, AL 
Sabei and Lasater (2016) elude that faculty can obtain skills to assist students in developing 
their clinical judgement.  By using a model to practice debriefing, both faculty and students gain 
knowledge of their own individual practices.   
The tool appraised to allow faculty to evaluate students’ CR skill was LCJR (see 
Appendix B).  The LCJR is a tool used to provide common language and assessment between 
student and faculty to evaluate progression of CR skill throughout a student’s academic career 
(K. Lasater, personal communication, July 20, 2017).  From the advisement of Lasater (personal 
communication, July 20, 2017), using the rubric is best used with multiple exposures, and thus 
would be used during multiple simulation events for this project.  
Comparison. No comparison group was utilized in this project. A comparison of past 
simulation events that did not offer a formal, standardized debriefing process nor a way of 
formally evaluating students’ CR development was reviewed. This project introduced a new 
systems process that included standardized simulation debriefing and CR evaluation to project 
site faculty. 
Outcomes.   There are two outcomes identified for this project. The first defined project 
outcome is the increase of faculty utilization of the IRDG-CJ and LCJR to standardize and 
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enhance the simulation process of a rural, pre-licensure baccalaureate nursing program.  
Illustration of faculty proficiency of debriefing, using the IRDG-CJ, as evidence by the DASH-
RV tool (see Appendix C) is the second, quantifiably measured outcome.  
Summary  
Agreeing that CR skills are vital to the nursing profession, it is a priority that pre-
licensure nursing programs provide educational opportunities that will enhance CR skills of the 
entry-level nursing professional (Ashcraft et al., 2013).  With the peak of the nursing shortage in 
the near future, the number of new nurses entering the field is growing substantially causing 
overlapping at clinical sites between nursing schools and difficulty meeting the minimum clinical 
requirement.  Simulation is a methodology that can be used to close the gap of limited clinical 
experiences.  Through simulation, nursing students are exposed to clinical situations without the 
stress of making an error on a living patient.  With this innovative process, new nurses are better 
educated to enter the field more competent and confident to provide safe care to their patients.  
While simulation and debriefing are growing in utilization and acceptance for nursing education, 
the project site adopted these enhancements to its simulation activities to better prepare their 
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Chapter Two: Review of the Literature 
Gathering expert opinions and findings gives support to the implementation of a systems 
change project.  To model evidence-based practice (EBP), it is required to appraise literature for 
previous knowledge gained through research and discussions of field experts.  While beginning 
this project, it was necessary to review topics of clinical reasoning (CR) skills, simulation, and 
debriefing within the literature.   
CR is often a term that is either associated with or interchangeably used with the terms 
critical thinking, clinical judgement, and decision-making (Simmons, 2010; Tanner, 2006).  
Specifically, in the profession of nursing, clinical judgement and reasoning are skills that are 
used only in the care of patients.  Tanner (2006) defines clinical judgment as a conclusion of the 
patient condition to decide actions, if required, to take but that CR is the process which nurses go 
through to reach the conclusive clinical judgment. Through an expansive concept analysis of CR, 
Simmons (2010) defines CR as “a complex cognitive process that uses formal and informal 
thinking strategies to gather and analyze patient information, evaluate significance of this 
information and weigh alternative actions” (p. 1155). Historically, new graduate nurses enter the 
profession with the same expectations as experienced nurses but with a deficiency in their own 
CR skill (Hatler, Stoffers, Kelly, Redding, & Carr, 2011; Zimmerman & House, 2016).   
Simulation is an educational methodology that has been used for over 15 years (Waxman, 
2010).  Although simulation activities provide a safe arena to practice assessment and 
interventions, simulation also provides the opportunity to grow CR skills in nursing students 
(American Association of Colleges of Nursing [AACN], 2008; Jefferies, 2005; Waxman, 2010).  
This opportunity exists during a simulation event; however, the actual reflection and process of 
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CR is explained and learned during a successful debriefing session following the actual 
simulation event (Waxman, 2010).   
Evaluating competency of CR is not a simple task for educators (Dreifuerst, 2012; 
Killiam & Heerschap, 2013).  Without formal evaluation of debriefing, educators cannot assess if 
CR skills have improved or if the debriefing session was sufficient.  Several tools, with varying 
reliability, have been developed in the past for the use of debriefing to help guide educators to 
deliver a successful debriefing session (Sawyer, Eppich, Brett-Fleegler, Grant, & Cheng, 2016).  
Delivering a successful debriefing session can assist the learner with developing their CR skill 
and educators can evaluate the learners’ CR skill more accurately (Dreifuerst, 2012).  Experts 
have developed tools to evaluate CR skills of students, to be utilized in varying situations and 
specialties, during simulation events or with other educational methodologies.  This chapter 
provides a synopsis of literature addressing the use of Integrated Reflective Debriefing Guide for 
Promoting Clinical Judgment (IRDG-CJ; see Appendix A) and the Lasater Clinical Judgement 
Rubric (LCJR; see Appendix B).         
Literature Appraisal Methodology  
 Sampling strategies.  A literature review was conducted electronically utilizing the 
databases: Cumulative Index to Nursing and Allied Health Literature (CINAHL), ProQuest for 
Nursing and Allied Health, and PubMed.  The following keywords were used in various 
combinations: critical thinking, clinical reasoning, nursing, nurses, simulation evaluation tool, 
Lasater Clinical Judgment Rubric, and medical errors.  With the exception of authors agreeing on 
the monumental, historical, significant contributors to the fields of critical thinking, CR, and 
simulation; all searches were limited to the past five years, yielding the date range of 2012-2017.  
The decision to limit the publication date was to remain up-to-date and current with modern 
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suggestions, ideas, and interventions.  All searches were limited to “scholarly journals” to ensure 
the finding of expert, evidence-based information.  One database produced more than average 
results relating to several other healthcare professionals; in this case the subject setting of 
“education, nursing” was helpful to filter information directed to the field of nursing.   The 
combined searches, using the various databases and keyword combinations yielded a total of 100 
scholarly articles for review.   
 Appraisal criteria. Simulation is used throughout the healthcare industry, in various 
levels of nursing practice and with other disciplines of healthcare.  The review of literature 
produced a plethora of resources regarding all healthcare disciplines and specialties.  Many 
articles were excluded from this review of literature to ensure the information reviewed was 
related to nursing practice at the entry-level.  Articles that addressed other healthcare disciplines 
(i.e. physical therapy, etc.) were excluded from the review.  Other exclusions were articles 
addressing only advanced care practitioners.  The topical focus was on the nursing practice as a 
whole; therefore, articles that were specific to a specialty in nursing (i.e. pediatrics) were 
excluded.  Reviewing articles for an evaluation tool, articles that did not include the LCJR 
debriefing evaluation tool were excluded to avoid confusion of tools and their effect.  Similarly, 
any articles that addressed a debriefing tool other than the IRDG-CJ were excluded. 
 Included in the review of literature were articles that addressed CR in nurses, including 
interchangeable terms, critical thinking and clinical judgement.  Articles that addressed 
simulation used in pre-licensure nursing education were included in the review of literature.  
Articles found that addressed both tools: the IRDG-CJ and the LCJR were included.  The 
evidence used to support the EBP change of debriefing with simulation for the purpose of CR 
development is highlighted within an Evidence Matrix (see Appendix D).         
REDESIGNING SIMULATION 24 
Literature Review Findings  
According to the AACN (2008), clinical experience is necessary and gives the nursing 
student opportunities to “develop proficiency in performing psychomotor skills; apply 
professional communication strategies to client and interprofessional  interactions; and 
acquire a professional identity.” (p.33)  Clinical experiences complete the connection between 
didactic learning and clinical setting.  Students are able to practice classroom knowledge and 
clinical lab skills learned in the classroom at various clinical sites in an environment that is 
controlled by an instructor (AACN, 2008).   
As an outsider to their clinical unit’s culture, nursing students many times have negative 
emotions and experiences during a clinical assignment (Killam & Heerschap, 2013).  The 
clinical setting is intimidating for anyone who is not used to being part of patient care or a fast-
paced work environment with numerous, mentally stimulating happenings (i.e. call bells).  A 
qualitative descriptive study by (Killam & Heerschap, 2013), found students experienced three 
categories of challenges to their clinical experience: “(a) internal reactions to external stimuli; (b) 
barriers experienced within the clinical environment; and (c) ineffective program organization.” 
(p. 686).  Examples of the internal reactions to the external stimuli students reported were fear, 
uncertainty, isolation, and intimidation.  Ineffective program organization includes how 
educators present themselves during clinical (i.e. confidence), large clinical group size, and lack 
of a concrete evaluation of student performance were found to be barriers of clinical learning.  
Ineffective program organization, students included the evaluation process, clinical placement, 
time performing skills, unnecessary paperwork, and a lack of direct development on critical 
thinking as their concerns (Killam & Heerschap, 2013).  Evaluation of clinical performance is a 
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challenge for faculty in the traditional clinical setting, possibly due to the number of students at 
the same site (Cato, Lasater, & Peeples, 2009; Killam & Heerschap, 2013).        
Simulation.  Clinical experience can be enhanced with simulated clinical experiences 
(AACN, 2008; National League of Nursing [NLN], 2015).  Simulation involves using 
technology to mimic the clinical skill, scenario, and setting that nurses encounter.  Simulation 
can include varying types of technology dependent on the objective of the simulation activity.  
High-fidelity simulation involves the savviest technology by using life-like manikins that 
breathe, talk, among other responses (Waxman, 2010).  Other methods of simulation can be low-
fidelity manikins, skill and task-trainers, computer-based simulators and scenarios (Waxman, 
2010).  An advantage to simulation is that the scenario can be chosen, created, or altered to fit 
the desired student outcome (Schlairet & Fenster, 2012; Waxman, 2010).  Traditional clinical 
sites offer a real experience, but that experience is whatever patients are available.   
It is important to offer student nurses the opportunity to learn from real clinical situations, 
with real patients; supplementing clinical time with simulation can support experiences not seen 
in clinical sites.  Simulation is an accepted method to use in nursing education to support clinical 
learning (Hayden, 2010; Lee & Oh, 2015; Schlairet & Fenster, 2012).  Through meta-analysis, 
Lee and Oh (2015) found simulation to be affective with developing cognitive and psychomotor 
learning, such as CR and clinical skill.  The NLN (2016) supports the use of up to 50% of 
clinical hours completed through simulation activities. Two rationales for this are: simulation 
assists with the shortage of clinical sites concern and simulation offers a method for students to 
learn psychomotor skills and clinical reasoning skill (NLN, 2016).  Hayden, Smiley, Alexander, 
Kardong-Edgren, and Jeffries (2014) studied nursing students (n=666) throughout their 
education in an attempt to explore differences in learning using varying times of simulation 
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hours (25% or 50%).  Hayden et al., (2014) found that replacing clinical hours with simulation 
up to 50% of the time is not significantly significant in students’ results of two formal 
assessments, comprehensive nursing knowledge assessments (p = 0.478) or NCLEX® pass rates 
(p = 0.737). 
Simulation has various positive effects on nursing students’ learning.  Simulation alone 
may not prove to grow nursing students’ clinical reasoning skills.  In a systematic review, (Adib-
Hajbaghery & Sharifi, 2017) found studies were inconsistent with findings of using simulation 
alone for critical thinking development.  Following their systematic review, the authors suggest 
that specific instruments and scenarios for measurement be used during simulation (Adib-
Hajbaghery & Sharifi, 2017).  By incorporating debriefing into the simulation activity, faculty 
can evaluate students’ clinical reasoning processes formed from the simulation (Hayden et al., 
2014).  The NLN (2015) tasks nursing faculty to incorporate simulation including debriefing, in 
their courses, to ensure learning.   
Debriefing.  Adding debriefing to the simulation activity completes the gap students 
have between the classroom and clinical practice and can propel the learning experienced during 
simulation (Dreifuerst, 2009; Rudolph et al., 2016).  It is agreed that debriefing can be 
challenging for instructors because their own knowledge of what debriefing is and the 
professional standards placed on utilizing debriefing in simulation (Rudolph et al., 2016).  
Studies have found that not only nursing students experience an increase in thinking, but 
experienced nurses have positive results from simulation with debriefing activities (Rudolph et 
al., 2016).  In an experimental design study, Shinnick, Woo, Horwich, and Steadman (2011) 
studied pre-licensure nursing students (n=162) to compare pretest and posttest scores of the 
control and experimental groups.  Results of the pretest between these groups showed no 
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difference in scores; however, did show a significant decrease in score with the first posttest 
given after hands-on simulation without debriefing.  Following the second posttest, given after 
debriefing, it was discovered that using debriefing with the experimental group yielded a 
statistically significant improvement in posttest scores (Shinnick et al., 2011).    
Integrated reflective debriefing guide for promoting clinical judgment (IRDG-CJ).  A 
tool used to guide faculty during the debriefing process is the IRDG-CJ (see Appendix A).   The 
IRDG-CJ encompasses the work of Tanner’s Clinical Judgement Model, the LCJR (see 
Appendix B), and Bloom’s Taxonomy of Learning (AL Sabei & Lasater, 2016).  Tanner’s 
Clinical Judgement Model recognizes four phases of clinical judgement: Noticing, Interpreting, 
Responding, and Reflecting, the debriefing model separates prompting questions into the phase it 
relates to.  According to Al Sabei and Lasater (2016), using a theoretical foundation as a guide 
for debriefing that can enrich the clinical judgement of a nursing student.  Affective, Cognitive, 
and Psychomotor domains of learning, as developed by Bloom, is used to develop questions 
within the model to guide the direction of the debrief (AL Sabei & Lasater, 2016).  To use the 
IRDG-CJ, the educator can align the phase of the Tanner’s model with the Bloom domain to 
facilitate the growth and area of learning that the student experiences. 
Educator’s role with debriefing.  There are many methods for debriefing that can take 
place for students learning; a debriefing session lead by the instructor is the most used and the 
method that sews the best outcomes (Dufrene & Young, 2013). The nursing instructor has an 
impact on the student’s growth during their clinical experiences.  Chan (2013), following the 
systematic review of 17 articles discovered specific actions of the educator that affect student 
development.  These actions are their attitude, how they role-model, their guidance and 
facilitation of the activity, and allowing students to feel comfortable with their own opinions and 
REDESIGNING SIMULATION 28 
difficulties during the activity.  Educators should remain open-minded with students and be 
willing to guide students with their experience (Chan, 2013). 
For debriefing to have the desired effect, faculty should be competent and knowledgeable 
of best practices in debriefing (Forneris et al., 2015).  Hayden et al., (2014) conducted a national 
survey by the National Council of State Boards of Nursing (NCSBN), concluding there are four 
necessities to foster the intended student outcomes from simulation: utilizing the International 
Standards of Best Practice standards of best practice; high quality simulation; trained and 
dedicated staff; and debriefing methods grounded in theory. 
Evaluation of faculty debriefing. The gold standard of simulation are born from the 
International Nursing Association for Clinical Simulation and Learning (INACSL).  “The 
INACSL Standards of Best Practice: SimulationSM were designed to advance the science of 
simulation, share best practices, and provide evidence-based guidelines for implementation and 
training.” (INACSL, 2015, para. 1).  INACSL (2015) has developed several standards to guide 
educators with the simulation practice to offer a high quality learning event for students.  Topics 
within the INACSL Standards of Best Practice: SimulationSM contain: Simulation Design, 
Outcomes and Objectives, Facilitation, Debriefing, Participant Evaluation, Professional Integrity, 
Simulation-Enhanced Interprofessional Education (Sim-IPE), and Simulation Glossary.  
Continuing to focus more specifically on the debriefing portion of a simulation event, it is vital 
to discuss the debriefing standard advised by the INACSL Standards of Best Practice: 
SimulationSM.  This standard clearly denotes that, “All simulation-based experiences include a 
planned debriefing session aimed at improving future performance.” (INACSL, 2016, p. S21)  
Furthermore, INACSL (2016) provide directions to educators given within four conditions: 
1. The debrief is facilitated by a person(s) competent in the process of debriefing. 
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2. The debrief is conducted in an environment that is conducive to learning and supports 
confidentiality, trust, open communication, self-analysis, feedback, and reflection. 
3. The debrief is facilitated by a person(s) who can devote enough concentrated attention 
during the simulation to effectively debrief the simulation-based experience. 
4. The debrief is based on a theoretical framework for debriefing that is structured in a 
purposeful way. (p. S21-S25) 
After reviewing the INACSL Standards of Best Practice: SimulationSM Debriefing, the 
responsibility lays with the educator to maintain a skill that will enhance learner outcomes.  A 
mediocre debriefing session will leave the student without gains in knowledge, vice versa, a 
superb session will create a knowledge skill used in their professional nursing career (Rudolph et 
al., 2016).  Evaluating the skill of the debriefer is a way to develop that professional’s skill in 
debriefing and improve the organization’s simulation program altogether (Rudolph et al., 2016).  
The NLN (2015) highlights the need of educators to have an evaluation of the debrief through 
students, peer, or self-evaluation. 
Debriefing assessment for simulation in healthcare.  One method of evaluating 
debriefing skills in faculty is using the Debriefing Assessment for Simulation in Healthcare –
Rater Version (DASH-RV; see Appendix C).  Cheng et al. (2015) explains the DASH-RV has 
six elements which are rated using a 7-point anchored Likert scale (1, extremely 
ineffective/detrimental through 7, extremely effective/outstanding).  The six elements faculty are 
evaluated as explained by Cheng et al. (2015, p. 219) are: 
1. Establishes an engaging learning environment 
2. Maintains an engaging learning environment 
3. Structures the debriefing in an organized way 
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4. Provokes engaging discussion 
5. Identifies and explores performance gaps 
6. Helps trainees achieve or sustain good performance. 
Student outcomes.  The purpose of faculty including and providing a quality debriefing 
session is to aid in the development of CR in the nursing student.  Debriefing, when performed 
correctly has a positive effect on the growth of CR skills in the participant (AL Sabei & Lasater, 
2016; Dreifuerst, 2012; Forneris et al., 2015; Tanner, 2006).  Evaluation of students’ 
performance throughout simulation and debriefing can illustrate growth of CR or a deficit in CR 
(Ashcraft et al., 2013; Lasater, 2007).  Past efforts to evaluate CR in students used self-
assessment, lacking the educators’ involvement (Lasater, 2007).  Lasater (2007) developed an 
instrument that instructors can use to make an evaluation of students’ CR growth. 
Lasater Clinical Judgement Rubric (LCJR).  The LCJR (see Appendix B) uses the 
“Clinical Judgement Model” developed by Tanner (Lasater, 2007, p. 497).  This model describes 
the clinical judgement process as a process involving four phases: noticing, interpreting, 
responding, and reflecting (Lasater, 2007; Tanner, 2006).  The LCJR rates the student in each of 
the model components using 11 dimensions as: exemplary, accomplished, developing, or 
beginning.  Each of the 11 dimensions and scoring category has a description of the performance 
observed for the educator to math with the student performance (Lasater, 2007).  The LCJR 
offers another form of evaluation for educators to use to assess simulation and debriefing in 
nursing education (Ashcraft et al., 2013; Lasater, 2007).  
Adamson, Gubrud, Sieras, and Lasater (2011) together summarized the findings of three 
studies using the LCJR within simulation to evaluate students’ performance.  Their review of 
these studies provided the most recent information regarding up-to-date academic article 
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reporting of the LCJR reliability (Victor-Chmil & Larew, 2013). Review of current research and 
use of the LCJR found that the content validity is well-documented as assessing the phases of 
Tanner’s Model of Clinical Judgement (Victor-Chmil, & Larew, 2013).  Interrater reliability 
results of the LCJR are favorable; because of the ranges observed, Victor-Chmil and Larew 
(2013) suggest continued reporting of interrater reliability of future studies.  Researchers from 
three separate studies report interrater reliability findings as, Adamson (2011) finding r =0.889; 
Gubrud-Howe (2008) found r = 0.92-0.96; and Sideras (2007) found r = 0.57 to 1.0 (as cited by 
Adamson et al., 2011).  Using Cronbach’s alpha for construct validity, Jensen (2010) reported an 
overall 0.95 internal consistency; Tanner’s Model of Clinical Judgement individual phase values 
equal: noticing (0.88), interpreting (0.88), reporting (0.88) and reflecting (0.86) (as cited by 
Victor-Chmil, & Larew, 2013).  Adamson et al., (2011) concludes from the review of several 
studies using the LCJR, the use of the evaluation tool is recommended, agreeing that the range of 
reliability be noted.           
Discussion  
Limitations of literature review. The limitations for this literature review were evident 
in the vast results given through searching the databases.  Many researchers, theorists, healthcare 
professionals, and educators for many years have explored critical thinking and CR.  Limiting 
the search to only CR assisted to focus the search and project on a term that is specific to 
healthcare and included vital components of critical thinking and clinical judgement.   
Simulation is used throughout the healthcare industry, searching for simulation alone 
produced thousands of resources to review.  Limiting the search to the nursing profession only, 
and subsequently to entry-level nurses and nonspecialized practice, aided in directing the 
literature to the needs of this individual project.  Assuming that the findings capture entry level 
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nursing practice as a larger population, the same benefits should be able to be applied to all 
specialties of nursing practice. 
Conclusions from findings. While traditional clinical experience cannot be completely 
replaced because the proven benefit caring for a living patient provides nursing students, 
simulation education is a close comparison (AACN, 2008; NLN, 2016).  Simulation has many 
benefits that are added to healthcare education, including nursing.  Realizing the aforementioned 
concerns with clinical placement, nursing shortages, and incivility experienced by students; 
simulation offers a solution by supplementing clinical hours.  Students can practice skill, 
assessment, and be challenged with patient scenarios that they may not otherwise experience 
(Dreifuerst, 2009; Hayden, 2010).   
Debriefing following the simulation event puts the learners’ outcome on a higher level 
than with simulation alone (Dreifuerst, 2009; Rudolph et al., 2016; Shinnick et al., 2011).  
Attempting to facilitate a debriefing session, which is valuable to student outcomes; tools can be 
used to both guide the debriefing session and evaluate post-completion.  The IRDG-CJ tool is a 
device that students and faculty use together to debrief.  This standardizes the session and offers 
continuity with nursing education (AL Sabei & Lasater, 2016).  Educators can find debriefing to 
be an extra, difficult process, and may be unaware of the benefit this can provide students’ 
outcomes.  Safeguarding that the nursing educator is providing a fruitful debrief, evaluation of 
the session can be completed using the DASH-RV tool.  This can highlight both effective and 
ineffective components of the educator’s debriefing session, allowing the individual to grow 
professionally (Cheng et al., 2015).      
 Potential practice change. Using debriefing with simulation has a positive impact on the 
future of nursing practice.  Following EBPs, the INACSL Standards of Best Practice:  
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Simulation SM instructors can offer a simulation program that enhances student learning and 
foster a growth in CR skills.  Through this review of literature, it is concluded that the evidence 
for best practice lean toward a simulation program that provides standardized, quality debriefing, 
as evident by a formal evaluation process.  Producing graduate nurses with a deep CR skill can 
proved safer and higher quality patient care.  When nurses begin their career with this skill, 
managers and preceptors can focus more on their specific orientation than on developing skills 
missed during nursing school. 
Advantages/ disadvantages. Experts agree on the many potential advantages that 
simulation debriefing offers student outcomes and recommendations include debriefing as an 
essential component of simulation education success (Cheng et al., 2015; Forneris et al., 2015; 
INACSL, 2016; NLN, 2015; Shinnick et al., 2011).  Debriefing enhances simulation by giving a 
structured reflection time for students, a time to clarify their understanding, and explore the 
“what” and “why” things occurred with their patient (Dreifuerst, 2009).  Educators can offer an 
enhanced simulation experience that can grow CR skills in students, making an impact on the 
future of nursing.    
Debriefing is an unclear instructional methodology (Dreifuerst, 2009).  Debriefing lacks 
standardization and leads to confusion among professionals delivering the method (AL Sabei & 
Lasater, 2016).  Nursing educators can choose from a variety of formats to debrief a clinical 
event either in-person or not.  Although this has the benefit of individualizing the format that the 
faculty prefers, there is no benchmark that can be used to compare with student outcomes (Cheng 
et al., 2015).  These aforementioned reasons are disadvantages to simulation and debriefing in 
nursing education.     
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Summary  
 Dreifuerst (2009) defines debriefing as “the process whereby faculty and students 
reexamine the clinical encounter, fosters the development of clinical reasoning and judgement 
skills through reflective learning processes.” (p.109). While simulation offers a time for students 
to practice a variety of skills, debriefing is the moment that CR can truly be enhanced.  The 
IRDG-CJ tool is a device that can standardize debriefing sessions and can aid the educator with a 
quality program.  Guaranteeing that simulation and debriefing are valuable experiences, 
evaluation of students’ and educators’ performance can illustrate growth of skill or highlight 
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Chapter Three:  Theory and Concept Model for Evidence-based Practice  
Simulation is an instrumental resource to provide a safe, effective, and reliable learning 
environment for nursing students.  The Constructivist Learning Theory (CLT) was used as the 
framework of a critical thinking simulation quality improvement project.  Constructivism, 
according to Billings and Halstead (2009) is the development of knowledge through exposure to 
situations that require students to grow through their reflections.  The Evidence-Based Practice 
(EBP) model developed by Rosswurm and Larabee (1999) was used to steer and organize the 
steps of the change.  The purpose of this chapter is to connect the CLT with the improvement 
project to enhance clinical reasoning (CR) skills among nursing students and the EBP model 
used to produce a formalized faculty debriefing process. 
Concept Analysis  
Critical thinking.  Critical thinking is the way individuals possess and use a set of skills; 
the skills used in critical thinking are: interpretation, analysis, inference, evaluation, and 
explanation (Facione, 2015).  Nurses are the “eyes and ears” at the bedside of their patients.  
With this responsibility, nurses are usually the first healthcare professional to assess, intervene, 
evaluate, and impact their patients’ outcomes. The American Association of Colleges of Nurses 
(AACN; 2005) label critical thinking as a “key component” and must be incorporated into 
nursing education.  
Critical thinking, more specifically, as Taylor (2004) explains is the way nurses interpret, 
sort, and use data collected from patients (as cited by Kaddoura, 2010).  The Indiana State 
Nurses Association (ISNA; 2016) reports that in the nursing profession, critical thinking is 
mostly noticed when there is a lack of critical thinking in a nursing professional.  Nurses whom 
lack critical thinking abilities are often described as “task-oriented” nurses.  Task-oriented nurses 
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demonstrate a routine style of working, their priority is to complete the “task-at-hand” (ISNA, 
2016).   
In nursing practice, it is not enough to collect data, nor it is not enough to collect data and 
interpret it; the act of the skills to collect data, the knowledge to interpret this data, and the ability 
to intervene and react appropriately for the situation defines critical thinking in nursing practice.  
Critical thinking, in nursing practice has several steps that must transpire for the nurse to 
demonstrate critical thinking skills.  Critical thinking incudes a process carried out by a self-
reflection and internalization of data, analysis, evaluation, and intervention to produce a patient 
outcome (Adib-Hajbaghery & Sharifi, 2017; Shin, Ma, Park, Sun Ji, & Kim, 2015; Yildrim & 
Ozkahraman, 2011). 
 Clinical judgment. Similar to critical thinking, a second term used interchangeably is 
clinical judgement.  Tanner (2006) defines clinical judgement as “an interpretation or conclusion 
about a patient’s needs, concerns, or health problems, and/or the decision to take action (or not), 
use or modify standard approaches, or improvise new ones as deemed appropriate by the 
patient’s response” (p. 204). Clinical judgement illustrates part of the nursing thought process 
using critical thinking; judgment from clinical experiences changes with various clinical 
presentations and changes to accommodate the patient. 
  Clinical reasoning.  Nurses who practice nursing care with critical thinking and clinical 
judgement are preferred in the profession.  Combining the two processes creates a desirable 
nurse; one who practices with CR.  CR is often seen in nurses with more experience and less 
often in nurses with little experience.  This extra knowledge from experience is often referred to 
as a nurses “sixth sense”. 
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 CR encompasses critical thinking and takes the knowledge of critical thinking a step 
further.  Critical thinking is knowledge that does not include patient conceptualization, a level of 
knowledge seen with clinical reasoning (JuHee, Young, JuYeon, & MinJeong, 2016).  This 
higher level of thinking is illustrated in Figure 2 showing the intrinsic and extrinsic factors that 
are used for CR.  Simmons (2010) explains that inductive and deductive thinking are combined 
with both analytic and critical thinking skills to form CR. Tanner (2006) defines “CR as 
processes by which nurses and other clinicians make their judgments, and includes both the 
deliberate process of generating alternatives, weighing them against the evidence, and choosing 
the most appropriate, and those patterns that might be characterized as engaged, practical 
reasoning” (p. 204-205). 
Constructivist Learning Theory 
Constructivism, according to Billings and Halstead (2009), is the development of 
knowledge through exposure to situations that require students to grow through their reflections.  
Developed in the social and psychological fields to explain how individuals learn from, build on, 
and connecting to basic knowledge, constructivism can be applied to various fields of study, 
including nursing (Brandon & All, 2010).  The nursing profession requires the use of knowledge 
to care for patients in a manner to meet the patients’ needs.  The knowledge that nurses have is 
acquired at different levels during various stages of their professional career.  Nurses can 
successfully care for their patients using critical thinking skills and these skills can be introduced 
during their initial education in nursing school.  As nurses working in the profession are exposed 
to more clinical experience it is hopeful that critical thinking will reach a higher level and 
develop into an innate professional reflection, transitioning to clinical reasoning.   
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Students will build their knowledge by mastering basic items moving to more complex 
knowledge including critical thinking skills desired in the nursing profession (Rolloff, 2010).  
Understanding the basic knowledge, when new information is combined with new experiences, 
students will make connections with the basic skill, combinations of the skills, and the new 
exposure to increase their knowledge which ultimately changes their thinking process.  The CLT 
explains how simulation activities allow the learner to build on the previous nursing skill 
knowledge, combine skills, evaluate interventions and make connections of these skills to 
produce the intended patient outcome.  Debriefing following the simulation practice can 
highlight the connections made and allow the learner to focus on the CR used during the activity 
as a whole.  As Park et al. (2013), explains constructivist learning, is a process for individual 
students and occurs through collaborative, valued, active learning with a purposeful event. The 
learner is completing the assigned tasks, and in the end, the debriefing process includes reflection 
and active dialogue concluding the CR process.  
Constructivist learning theory overall assumes that the learner has an acquired knowledge 
that they are building upon to gain a new level of knowledge (Walker & Stevenson, 2016).  The 
CLT, according to Brandon and All (2010) has four main assumptions.  A base of knowledge is 
the foundation of the students’ learning, using the base knowledge to assimilate and 
accommodate new information will form new ideas and information, the construction of new 
knowledge is more productive than the memorization of information, and the last assumption is 
meaningful learning occurs during the students’ reflection to connect their knowledge (Brandon 
& All, 2010).   
Application to practice change.  Developing a simulation activity typically begins by 
thinking of what the student will know after the completion of the simulation event.  The student 
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outcomes are planned before the details of the simulation activity; after knowing what the 
outcomes are, the specific skills (assessment, interventions, etc.) students need to demonstrate 
are decided.  Various interventions for the students to perform are not planned to try to then 
arrange problems or a patient diagnosis, the learning activity would not work well in this order.   
When using simulation to enhance CR, as in the example above, the expectation that the 
learner has previous knowledge of the assessment and interventions they need to perform. This 
part of the simulation activity is valuable and allows for practice and clarification of previously 
learned skills.  The actual goal of the learner’s outcome is in the debriefing portion of the 
simulation activity.  This is the opportunity to assist the learner with developing CR skills by 
acquiring the knowledge to prioritize their interventions and the client’s problems.  This 
knowledge is deeper, and at a higher level of thinking than the task-oriented knowledge of 
performing the interventions.  
The CLT is the foundation of how simulation debriefing can connect the steps to solve 
problems through cognitive thought and clinical skill.  This combination is what produces a 
comparable situation of actual clinical practice and simulation (Forneris et al., 2015).  CLT 
explains how learners apply new knowledge, change behavior and possibly experience a 
knowledge transfer (Thomas, Menon, Boruff, Rodriguez, & Ahmed, 2014).  Thomas et al. 
(2014) hypothesize that “the contribution of the theory lies in its potential to unveil the 
individual processes that are involved in the ‘construction’ and application of knowledge in 
clinical practice” (p. 18).    
Evidence-based Practice Change Theory  
According to Rosswurm and Larrabee (1999), EBP will be successfully demonstrated in 
practice that uses and appreciates new, innovative knowledge and resources.  The EBP Change 
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Model developed by Rosswurm and Larrabee (1999) was created using EBP, research, and 
change theory to establish six steps to effectively change to an EBP.  The six steps of this model 
are: Assess; Link; Synthesis; Design; Implement and evaluate; and Integrate and maintain.   
First step of the Rosswurm and Larrabee (1999) model is to compare internal and 
external data.  A problem is noticed using the internal data collected and what mainstream 
practices are.  Listing interventions that will link the problems with the practice change and 
desired outcomes is the second step.  To acquire evidence for the intended practice change, 
synthesizing the literature to include the risks and benefits of the change follows the 
aforementioned steps.  The design step includes creating a plan that will define the EBP change, 
establish outcomes, and project execution. Putting the change into practice occurs during the 
implementation phase, where defined outcomes are evaluated for project success.  The final step 
is to integrate and maintain, if the process is accepted.  The practice change is communicated to 
all stakeholders, requires participation by all members of the practice area, and monitoring 
outcomes which will be a continuous process (Rosswurm & Larrabee, 1999). 
Application to practice change.  Using the Rosswurm and Larrabee (1999) EBP Model, 
the project manager (PM) was able to follow the steps to complete an EBP change.   The specific 
process using the EBP Model for this project was: 
Assess. Following an extended time of observation, it was noted that the simulation 
practice of the nursing department was unstandardized and not current with EBP.  Simulation is 
practiced in each clinical course of the department at the discretion of each individual professor.  
Debriefing following simulation is practiced by most of the professors; however, it was noted 
that there was no formal tool, and sometimes no tool utilized to guide the instructors’ facilitation 
of the debriefing with students. 
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Link. Noting the assessment of the simulation practice, the connection was made by the 
PM that not following an EBP of debriefing with simulation can create a separation of outcomes 
for students from class to class.  Not using a standardized debriefing tool can cause the instructor 
to miss valuable learning opportunities, leaving the student with less experience and knowledge 
growth. Using a tool that can be followed by each instructor can ensure the practice from class to 
class is similar and offering an equal amount of learning opportunity during simulation. 
Synthesis. The PM was able to identify tools to standardize debriefing practices during an 
extensive literature appraisal of simulation and debriefing.  During the synthesis of the literature, 
two tools were identified to assist with standardized debriefing practice.  Integrated reflective 
debriefing guide for promoting clinical judgment (IRDG-CJ; see Appendix A) was identified to 
provide a formal tool for students and instructors to use during debriefing activities.  During the 
synthesis of literature, the outcomes of increasing CR emerged and a tool to assess this growth 
was identified, the Lasater Clinical Judgement Rubric (LCJR; see Appendix B). 
Design. The PM met with key faculty members including the community lead, the 
program director, and the Institutional Review Board (IRB) committee member representative 
for the program.  This group became the project team and as the key stakeholders concluded that 
adding a standardized approach to simulation debriefing and evaluation would produce a change 
in the simulation program that would reflect EBP.  After this conclusion and consensus of the 
group, the PM located the IRDG-CJ and LCJR to standardize debriefing practice and the 
Debriefing Assessment for Simulation in Healthcare (DASH-RV; Appendix C) to evaluate the 
debriefing practice of faculty through the synthesis of literature. The PM made a formal request 
to Dr. Lasater for approval to use the LCJR for the project, which was granted via a formal 
approval letter (see Appendix E).  
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Implement and evaluate. Following communication with the project group and IRB 
approval, the PM prepared to begin the project.  Beginning the project with faculty after 
introduction of the proposed program, the faculty held their own simulation sessions and used 
the project elements.  The PM evaluated the debriefing sessions from this point forward in the 
project. 
Integrate and maintain.  Following completion of the process improvement project and 
using the Rosswurm and Larabee (1999) EBP model, the PM made plans to continue the 
implemented simulation debriefing program.  Discussion with faculty was facilitated by the PM 
to encourage their continued use of the implemented model and tools.  The PM provides 
occasional feedback and suggestions as the simulation coordinator at the project site.  The PM, 
as the simulation coordinator, practices continued use of the program, modeling the EBP 
debriefing sessions with other faculty. 
Summary  
Simulation with debriefing can be a tool that nurse educators use to assist with the 
development of critical thinking, clinical judgement, and CR skills in nursing students.  
Simulation is a methodology that has to be planned thoroughly, by the nurse educator, to be 
effective in producing the desired outcomes.  The CLT offers the nurse educator direction for 
developing learning events that promotes a higher level of knowledge in the appropriate context 
and development of the nursing student.  Adopting the CLT to produce simulation with 
debriefing directs the educator to build upon the students’ existing knowledge with experience 
from the activities. This can aid with meeting the ultimate desired outcome, a nurse with CR 
skills. Following the EBP Model guides the PM with the practice change process.  The PM used 
each step of the EMP Model to implement a change at the project site related to debriefing 
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following simulation that expands student CR focus by faculty.   The next chapter outlines the 
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Chapter Four:  Pre-implementation Planning 
Simulation with debriefing can foster nursing students’ clinical growth that can prepare 
them for a successful career as a professional nurse.  Recognizing this potential, nursing 
programs are striving to integrate simulation programs that meet the recommendations of 
professional organizations such as, International Nursing Association, for Clinical Simulation 
and Learning (INACSL), National League of Nurses (NLN), American Association of Colleges 
of Nursing (AACN), among others such as state and national boards of nursing.  The Project 
Manager (PM) has partial responsibility as the project sites simulation lab coordinator; 
opportunities for improvement in the project site’s faculty simulation debriefing practices has 
been noted.  The opportunities that have been observed include: lack of formal debriefing 
training with facilitators, lack of debriefing model as a guide, lack of tools to provide faculty and 
student’s common ground for development, nor a formal, standardized process for evaluating 
debriefing efficacy or student growth.  Following these observations, the PM utilized the 
Rosswurm and Larabee (1999) Evidence-based Practice (EBP) Change Model to guide a process 
improvement project at this site.  The purpose of this chapter is to outline a design plan to 
discuss the project purpose, the process for preparation, and the plans for project implementation 
and evaluation. 
Project Purpose  
 The purpose of the process improvement project was to standardize simulation practices 
of faculty at the project site.  Specifically, the standardization of the program included the 
addition of tools supported by literature that the faculty could use to guide debriefing post-
simulation events.  Debriefing is noted by experts to offer a greater learning potential in the form 
of clinical reasoning (CR) than simulation alone; offering debriefing that is affective is essential 
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(AACN, 2008; INASCL, 2016; NLN, 2015).  The literature supported tools implemented, which 
included the Integrated Reflective Debriefing Guide for Promoting Clinical Judgement (IRDG-
CJ; see Appendix A) and the Lasater Clinical Judgement Rubric (LCJR; see Appendix B).  
Additionally, the PM created, with the adoption of the IRDG-CJ and the LCJR, an instrument 
that students and instructors could use to document the learned opportunities from both the 
simulation activity and the debriefing session, the Atwater Clinical Reasoning Map for Students 
(ACRMS; see Appendix F). 
Project Management 
Organizational readiness for change.  Agreement by faculty at the project site was that 
there was a need to develop the simulation program to meet the standards of the nursing 
education industry.  Faculty of the project site appreciate the opportunity that simulation with 
debriefing has to foster CR and growth of their students.  The simulation lab coordinator role 
was an additional faculty member added to the nursing program in 2015, purposefully to comply 
with standards of nursing education.  Since the addition of this professional role, the AACN has 
published additional recommendations that highlight the importance of simulation, a quality 
simulation program, faculty that are professionals in simulation, and the intent to focus more on 
this method of delivery in the future of nursing education.  The project site has the appropriate 
facilities to provide such a quality program including simulation labs, manikins, and supplies to 
make this process realistic.     
Inter-professional collaboration.  Professionals working together to make the 
implementation of the project a success included a team of varying nurse specialists.  The 
community lead served as the main contact and mentor for the PM offering advice for practice 
changes from their expertise.  An Institutional Review Board (IRB) consultant assisted the PM 
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with the steps to apply to the university (project site) IRB to gain approval without major edits to 
the application.  A content expert in simulation practice assisted the PM by reviewing the 
practice change suggestions, including a review of the IRDG-CJ, LCJR, ACRMS, and DASH-
RV.  The Program Chair of the site assisted with each of these roles in addition to approval of the 
practice change and project implementation. This team came together, with the facilitation of the 
PM at various times throughout the planning weeks to assist with the success of the project. 
Risk management assessment.  Strategic planning is often not viewed as the role of 
nurses or nurse educators.  According to Gantt (2010), strategic planning can be an arduous 
process, requiring time that can span over several years.  Strategic planning is unsolidified, 
changing at different points in time.  A simple yet important process that can aid in strategic 
planning is the Strengths, Weaknesses, Opportunities, and Threats (SWOT) analysis (Gantt, 
2010).  A SWOT analysis was formulated by the PM to plan for the process improvement 
project.  
Strengths. Strengths of the organization revolve around the desire of the program to 
enhance and utilize a quality simulation process in the future that meets professional standards.  
The addition of a fulltime simulation lab coordinator is a considerable strength to the project.  
Support of the program director and their desire to implement EBPs and recommendations of 
professional organizations in to the simulation program is another strength.  The faculty of the 
organization are flexible and willing to make practice changes based on new, innovative, and 
evidence-based recommendations.  The support of the inter-professional team is a strength to this 
project and is a direct cause of its success.  The major budgetary expenses, such as simulation 
manikins and bedside healthcare equipment are already available at the organization and any 
supporting funds for maintenance of these items is available. 
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Weaknesses. The size of the organization is a weakness.  The organization is small, 
because of the university size the budget is restricted, and few participants are available for 
observation.  To obtain significant results the project will need to continue for a lengthy time 
period with students over multiple semesters within their academic program.  The project site 
team has a slight inter-professional mix but could be much more diverse with varying 
professions in addition to various education levels.  The project site team includes members from 
the nursing profession with varying education levels such as master’s degree in nursing (MSN) 
or two types’ doctoral degrees: Doctor of Nursing Practice (DNP) and Doctor of Psychology 
(PhD).    
Opportunities. The opportunity lies within the future of simulation as a form of clinical 
experience.  Growing the simulation program into a quality learning event for students can aid in 
their professional success.  Preparing for the future of how clinical education is delivered, the 
simulation program after standardization and development can be utilized if and when the day 
comes that this is a major way to offer clinical experience.  Inter-professional education (IPE) is 
on the forefront of healthcare education.  This university is growing in applied health sciences, in 
the future a program’s process improvement such as this project can pave the way for the other 
disciplines when they begin to utilize simulation education at the organizations. 
Threats.  Threats of this process improvement lay within the faculty’s desire and ability 
to sustain the process improvement.  During implementation of the project, the PM was able to 
ensure utilization of the instruments and completed the evaluation of debriefing.  It is a 
possibility that in the future the faculty decide to not continue with evaluation of their debriefing 
sessions by the trained rater.  Another potential threat according to Melnyk and Fineout-Overholt 
(2015) “could be identified as participant’s anxiety experienced during this simulation project as 
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the practice change being addressed may usurp commonly held practice beliefs” (as cited by 
Mizer, 2016, p. 51). Faculty members could decide to revert back to their original form of 
debriefing without tools of enhancement for convenience.  The PM has no authority for requiring 
the faculty to continue the use of the tools, complete trust of the program director to enforce the 
use of the standardized tools is felt by the PM. 
Organizational approval process.  Approval by the organization to agree that 
implementing the IRDG-CJ and LCJR, with the utilization of the ACRMS was needed to 
continue with the process change.  The program chair of the project site gave the ultimate 
approval to proceed.  To obtain their approval, the PM facilitated a meeting to discuss each 
project tool, thoroughly going through the plan to use each tool, how faculty would be advised 
on the process change, and the evaluation of the faculty.  Following this meeting, it was agreed 
that this was a project that would benefit the nursing program and aid in faculty professional 
development.  Therefore, it was agreed that this project was necessary and a value to the 
organization.  The program chair provided a formal approval letter to proceed with the process 
improvement project (see Appendix G).  
Information technology.  The information technology needed for this project was 
minimal.  Online webinars were utilized by the PM and faculty to become experts in debriefing.  
The PM attended a full online training course to acquire the knowledge to formally evaluate 
debriefing sessions with the Debriefing Assessment of Simulation in Healthcare –Rater Version 
(DASH-RV; see Appendix C).  Faculty were encouraged to participate in online webinars to 
receive formal debriefing education that were given as resources to each faculty member by the 
PM.  The faculty members received extensive information regarding each project tool and the 
evaluation of the debriefing sessions using computerized presentation via the PM. 
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Cost Analysis of Materials Needed for Project 
The budget for the project included supplies for simulation, pre-purchased scenarios, and 
the online DASH-RV training.  An itemized breakdown of the project budget is shown in Table 
1.  The project focus is the debriefing aspect; the PM did not want to spend the majority of their 
time creating scenarios and therefore chose to purchase scenarios. The skill being performed by 
the nurse is not applicable for the process improvement; however, the process of their decisions 
and reflections is applicable.  
Table 1  
Proposed Quality Improvement Budget 
Item Amount Total Description 
Operational Items:    
Supplies    
Simulation Task 
Supplies 
20 students $500.00 Enough supplies for 20 
students to use for 
intervention 
Office Supplies 2 $20.00 Two packages of 
printer paper 
Activity Planning    
Scenarios 1  $400.00 One textbook of 
simulation scenarios 
Faculty Development    
DASH-RV Training 1 $400.00 One online course for 
DASH-RV evaluator 
training 
Total Budget  $1,720.00  
 
Note. Explanation of proposed budget to implement a standardized simulation program at a rural 
pre-licensure baccalaureate nursing program. 
Plans for Institutional Review Board Approval 
 Institutional Review Board (IRB) approval was obtained through exemption at the project 
site (see Appendix H).  The process for the initial approval began with the formal IRB 
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application process and presentation of project to the project sites IRB committee.  Following 
declaration of project exempt and approval by the project site IRB, the approval was submitted to 
the PMs Academic site for IRB review.  The IRB of the Academic site agreed that the project 
was non-human research and was considered a process improvement project (see Appendix I).   
Plan for Project Evaluation 
Demographics.  The demographics collected from the participants was minimal (see 
Appendix J).  The participants answered simple questions to disclose: age, race, sex, the highest 
educational degree, and years of simulation experience. The participant’s age was reported as a 
mean with range given. Gender was reported by percent of participants that were male, female, 
or transgender. Participant’s race was reported in percentages (%) as either African-American, 
Asian, Caucasian, Hispanic, or Other. Highest education of participants was reported as a 
percentage as either having bachelor’s degree (BSN), or master’s degree (MSN), or doctoral 
(DNP or PhD). Years of simulation experience was assessed for each faculty member and was 
reported as a mean with range given. 
Faculty utilization. The first defined outcome was to increase faculty utilization of the 
IRDG-CJ and the LCJR for simulation session standardization. This standardized approach to 
debriefing at the project site enables faculty to utilize a consistent process post simulation events.   
Offering a formal, standardized debriefing process can aid in the CR growth of nursing students 
(Cheng et al., 2015; Forneris et al., 2015; INACSL, 2016; NLN, 2015; Shinnick, Woo, Horwich, 
& Steadman, 2011).   
Evaluation tool. The PM kept track of all individual simulation activities during the 
project implementation period (January 8, 2018- May 4, 2018).  The PM developed an Excel 
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spreadsheet to keep track of the simulation and debriefing activities performed by faculty.  This 
spreadsheet was titled the Faculty Utilization Data Record (see Appendix K).  
Data analysis. Included in the utilization of standardized debriefing approach, the PM 
tallied the times each faculty member held a simulation activity, performed debriefing, followed 
the IRDG-CJ, required students to use the ACRMS, and how often the faculty member assessed 
the students’ performance using the LCJR.  Percent of utilization was calculated for each 
aforementioned criterion by using the total number of simulation events as the denominator with 
varying numerators of debrief sessions held that used and followed the individual implemented 
items.  Calculating the utilization of the standardized debriefing approach in this way allowed the 
PM to compare the utilization of debriefing with simulation.  The expectation of faculty 
utilization of the IRDG-CJ model was set at 100%.  At this project site, the low number of 
faculty needed to participate and with the support the PM has as the simulation coordinator, it 
was anticipated and favorable that the utilization would be 100%.   
Faculty proficiency. The second defined outcome of the project was intended to assess 
faculty proficiency in skills using a standardized debriefing model, along with instruments 
following simulation events. The PM chose the DASH-RV tool to evaluate faculty during each 
debriefing session.  The DASH-RV allows for the assessment of faculty proficiency in 
facilitating quality debriefing sessions. 
Evaluation tool.  The DASH-RV tool is a professionally accepted form of evaluation.  
This evaluation tool has three forms to provide evaluation: a student version, an instructor 
version, and a rater version.  The rater version was chosen for this project.  The rater version 
requires a professional to be trained in debriefing evaluation, which the PM has undergone 
online through the Center for Medical Simulation (CMS).  The DASH-RV rates debriefers 
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against six elements as a variation of poor, average, or superior.  The six elements according to 
Simon, Raemer, and Rudolph (2010) include: 
(1) Establishes an engaging learning environment;  
(2) Maintains an engaging learning environment;  
(3) Structures debriefing in an organized way;  
(4) Provokes engaging discussions;  
(5) Identifies and explores performance gaps; and  
(6) Helps trainees achieve or sustain good future performance (p. 3). 
Each of the elements are scored by the rater on a range of 1-7, detrimental through outstanding. 
The specific numerical value and descriptions are: 
7 - Extremely Effective/Outstanding 
6 - Consistently Effective/Very Good 
5 - Mostly Effective/Good 
4 - Somewhat Effective/Average 
3 - Mostly Ineffective/Poor 
2 - Consistently Ineffective/Very Poor 
1 - Extremely Ineffective/Detrimental (Simon et al., 2010, p.3) 
This instrument is a behaviorally anchored tool based from theory and research that can 
offer self or peer evaluation (Rudolph et al., 2016).  The DASH-RV was studied by Brett-
Fleegler et al. (2012) for psychometric properties by evaluating the session of two different 
DASH-RV courses (n=114).  The intra-class correlation coefficient (ICC) was used to report the 
interrater reliability; ICC is the ratio of rater variance to the sum of rater variance and the total 
variance.  The ICC total result was 0.74; individual elements ICC results were: 1=0.60, 2=0.65, 
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3=0.62, 4=0.68, 5=0.57, and 6=0.63.  The difference of ratings from the DASH-RV (poor, 
average, and superior) were found to be statistically significant at p=0.001 (Brett-Fleegler et al., 
2012). 
Data analysis.   The DASH-RV is a behaviorally-anchored scoring system that uses 
elements that have specific descriptors to meet for reviewing the effectiveness of a debriefer.  
Each element has corresponding positive and negative behaviors that are the descriptors for 
meeting, or not meeting the expectations of the element. The debriefer could illustrate positive or 
negative descriptors and the trained rater had the ability to score the debriefer based on the 
observation of these behaviors using the DASH-RV scoring system.  The developers of the 
DASH-RV warn raters that the observation is most effective using the positive/negative 
descriptors and the mathematic total of the score is not the intended outcome of the evaluation 
(Simon et al., 2010).  The expectation by the PM was that each faculty would be scored at least a 
4 (Somewhat Effective/Average) for each of the six elements of the DASH-RV.  The 
recommendation of earning at least a 4 (Somewhat Effective/Average) is practiced by expert 
users of the DASH-RV process (Simon et al., 2010).  Understanding that a debriefer can lack in 
one element but excel in other elements is critical. Individual elements are assessed for faculty 
development whereas the totaling of all element scores would not be beneficial to faculty for 
their improvement in debriefing. Each of the six DASH-RV elements were scored for each 
participant. From that, the group mean for each of the six elements were calculated and the range 
reported. 
Data management.  Data was stored in two avenues by the PM. The primary storage for 
data was on a one-drive provided by the PMs Academic institution.  The one-drive provides a 
secure form of storage that is accessible only by the PM and faculty coordinator at the academic 
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institution.  The electronic datum that was stored included: returned demographic surveys, excel 
spreadsheet of survey results, all DASH-RV forms, Faculty Utilization Data Record, and data 
derived to analyze the psychometric properties of the project.  Hardcopies of all surveys, DASH-
RV completed forms, and ACRMS were scanned and stored electronically.  Hardcopies of all 
surveys, DASH-RV completed forms, and ACRMS were stored in a locked file cabinet, in the 
locked office of the PM for a minimum of five years for publication and dissemination activities. 
At the end of five years the PM will securely destroy all documents by shredding. All digital data 
will be erased from storage devices.  
Summary 
 Standardizing the delivery of debriefing of a simulation program can enhance the nursing 
students CR and provide professional development for faculty.  The implementation of 
standardized instruments to aid in the process improvement of the nursing program was the 
intent of the project with an outcome of developing debriefing sessions that are formally assessed 
and evaluated for quality.  Debriefing is essential to the simulation activity and without a quality 
debriefing opportunity, CR growth opportunity can be missed (Rudolph et al., 2016).  The full 
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Chapter Five: Implementation Process 
The evidence-based practice (EBP) change implemented for this project was introducing 
a standardized approach to simulation debriefing.  Offering a standardized, proficient debriefing 
session with simulation activities can encourage both students and faculty to perform at a higher 
level in their practice; students can increase clinical reasoning (CR) and faculty can increase 
professional development (Rudolph et al., 2016; Shinnick, Woo, Horwich, & Steadman, 2011).  
The purpose of this chapter is to describe, step-by-step, how the EBP change was implemented 
into the simulation lab processes at the targeted project site. 
Setting 
 The simulation redesign project was implemented at a university located in central North 
Carolina (NC).  The campus is located in a rural town outside of Charlotte, NC.  The project site 
is a small, Methodist university.  The university has predominantly liberal arts programs but is 
growing the applied sciences division, including the nursing program.   
The nursing division is composed of seven faculty members and one administrative 
assistant.  This nursing program is separated into two categories of students: pre-nursing and 
upper-division nursing majors.  Following an application and acceptance process, the nursing 
department accepts no more than 20 students for each of the junior and senior academic years. 
The nursing department is located in the science building on the main campus of the university.  
The nursing classrooms, simulation and skills labs, and faculty offices are all located on the same 
floor in the science building. The project was implemented at the nursing department in the 
science building at the main university campus location; all simulation events were held in the 
simulation lab and debriefing sessions were held in the nursing skills lab.   
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Participants 
A demographic survey (see Appendix J) was distributed to all faculty of the nursing 
program on January 12, 2018 to be completed during the faculty information session.  The 
demographic survey was used to gather descriptions of the faculty population at the project site. 
Faculty implied consent to participate in the project by returning the demographic survey to the 
PM.  The faculty whom returned the survey were compiled by the PM to form a non-
randomized, convenience sample for the project.  
Recruitment 
 Recruitment of participants was completed at the project site by the PM.  The PM had 
conversations with each faculty both individually and as a group. Faculty meetings occurred both 
at the request of the PM and during formal faculty meetings when the program director gave 
agenda time to the PM.  Participation was agreed by the participants and faculty included the PM 
with their simulation sessions allowing for evaluation of the introduced changes and their 
debriefing practices.  All faculty at the project site where offered inclusion in the project via a 
participant letter (see Appendix L); however, exclusion occurred if a faculty member did not 
offer a simulation activity during the project timeframe (January 8, 2018- April 20, 2018).  
Implementation Process 
Faculty information session.  All nursing faculty of the project site were invited to 
attend a faculty information session presented by the PM on January 12, 2018.  The PM 
distributed to each faculty the Integrated Reflective Debriefing Guide for Promoting Clinical 
Judgement (IRDG-CJ; see Appendix A), the Lasater Clinical Judgement Rubric (LCJR; see 
Appendix B), the Debriefing Assessment for Simulation in Healthcare Rater Version (DASH-
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RV; see Appendix C), and the Atwater Clinical Reasoning Map for Students (ACRMS; see 
Appendix F).  The presentation was shown with projection using Prezi© by the PM.   
Problem importance. The PM went over the background of simulation, debriefing, and 
CR concerns of nursing students.  The PM wanted to make clear the importance of good 
debriefing skills with the goal that faculty would value the importance of the EBP change 
project.  The PM explained the project purpose and proposed outcomes of increasing faculty 
utilization of the IRDG-CJ and the LCJR for simulation session standardization.  Explanation of 
faculty assessment using the DASH-RV tool, to demonstrate faculty proficiency in their 
debriefing skills was offered.  Explanation of the DASH-RV and confidentiality of each faculty’s 
evaluation was given, ensuring faculty identification would be protected through coding to avoid 
using identifying characteristics.   
Introduction of tools. Faculty were presented each tool using the same Prezi© 
presentation.  Explanation of the IRDG-CJ and discussion was completed first followed by the 
ACRMS to make the connection between the debriefing model and the student instrument for 
commonality of debriefing activity and language.  The LCJR was presented next and explanation 
of the purpose and best practice was given to the faculty.  The PM was careful to emphasize that 
while this is a rubric that could also be calculated as evaluation, this was not the intent for this 
project but that their own individual assessment of their student’s CR growth was the intent of 
introducing the LCJR with the other tools.  Last, the PM explained the DASH-RV, offering 
information both from the tools handbook and the professional webinar attended on November 1, 
2017 by the PM.     
Simulation debriefing sessions.  Simulation sessions are offered in multiple classes 
during the course of the nursing program, upper division classes.  Various faculty teach specific 
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courses utilizing simulation and debriefing at their discretion.  The PM met with each faculty to 
gather a schedule of their plans for simulation sessions during their courses.  Different courses 
offer varying opportunities when simulation is appropriate for educational delivery.    
Care of the adult patient I.  Students learn in theory many common medical and surgical 
nursing practices that will be used during the nursing career.  This course requires weekly 
clinical days throughout the semester, offering many opportunities for simulation activities as 
supplemental clinical education.  Simulation activities were planned at three separate points of 
the semester (beginning, midterm, & end) totaling six individual sessions lasting four hours each.  
This course requires two clinical groups, each simulation session is repeated to capture all 
students.  Simulation scenarios were planned using scenarios developed from textbook Clinical 
Simulations for Nursing Education - Instructor Volume by Gasper and Dillon (2012), a book 
adopted for use by the nursing department prior to the implementation of this project.   
Care of the maternal/child.  The Mother/Baby course offers many opportunities to 
supplement clinical with simulation.  This course has a weekly, 8-hour clinical requirement in 
addition to the didactic class.  A total of six simulation sessions were planned for Mother/Baby 
course throughout the semester (beginning, midterm, & end).  The course has two clinical 
groups, which created the need to hold each simulation session twice.  Each simulation session 
lasted four hours.  Faculty for the Mother/Baby course used a combination of resources for the 
development of the simulation sessions including the Gasper and Dillon (2012) textbook and 
scenarios the faculty developed personally. 
Community health.  The community course yields less opportunity to supplement 
clinical time with simulation because of the focus of the course not being on a particular patient.  
The course does require weekly clinical by students that is separated into two clinical groups.  
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The faculty for this course planned two simulation sessions, using one simulation scenario.  This 
simulation session was repeated to capture both clinical groups. 
Leadership.  The leadership course is a non-clinical course and offers less opportunity to 
plan simulation activities.  The faculty for this course planned one simulation session that was 
repeated to capture the clinical groups used in the other clinical courses.  This totaled two 
simulation sessions for leadership.  The simulation session was used simultaneously with the 
community health simulation, but this instructor was implementing prioritizing and leadership 
skills into the session.  The debriefing session was in addition to the community health session 
with the focus on leadership within the simulation event. 
 Faculty debriefing evaluation.  The PM met with each faculty member prior to the 
planned simulation event to discuss the designated simulation scenario and offer assistance with 
the new debriefing tools.  The PM observed the simulation pre-briefing, scenario, and debriefing 
for each planned event (see Appendix K).  During the debriefing session, the PM using the 
DASH-RV, completed the evaluation of the faculty member facilitating the event.  Following the 
activity, the PM discussed with the faculty the results of the DASH-RV.  The PM was careful to 
highlight the positive indicators for the faculty and explaining any negative indicators for the 
faculty to be aware of necessary growth.  Discussion was encouraged by the PM to receive 
faculty feedback on each tool introduced to them for this project (IRDG-CJ, LCJR, & ACRMS). 
Plan Variation  
It was the desire of the PM to hold a faculty information session for all faculty at the 
same time on January 12, 2018; unfortunately, the majority of faculty members were unavailable 
to attend this day.  The PM was able to reschedule the date of the session to Wednesday, January 
17, 2018; however, not all faculty members could attend this day either due to various class 
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schedules.  The PM planned to meet with anyone who couldn’t attend the main session 
individually.   
The faculty information session scheduled for January 17, 2018 had to be cancelled 
because of winter weather and the university was closed.  After discussion with the program 
director, the PM decided that individual sessions for all faculty would be the best method to use.  
This allowed for flexibility with scheduling and the PM could ensure enough time was spent for 
each faculty member to understand the project objectives and the instruments being introduced.  
Sessions were able to be scheduled near their specific simulation event, which was an advantage 
to using individual sessions. 
In the original schedule, the PM and the Community Health and Leadership course 
faculty included an event as simulation, including this session as part of the project.  With further 
discussion and planning of the Community Health and Leadership event, it was evident that 
although the use of simulated patients was being used, this event was more relatable to a class 
activity with minimal discussion and was not close enough to the simulation and debriefing used 
during the project.  The decision to remove this activity from the list of simulation events was 
made prior to the scheduled event. 
The final nursing senior synthesis course lacked a simulation event prior to this process 
improvement project.  Discussion between the PM and the faculty of the nursing synthesis 
course concluded with the addition of a comprehensive simulation and debriefing event for this 
course.  The PM, along with the direction of the synthesis course faculty, planned the additional 
simulation event.  This event was included in the process improvement project and provided a 
beneficial simulation addition to the nursing program. 
 
REDESIGNING SIMULATION 61 
Summary 
 Offering simulation with debriefing and encouraging CR growth in nursing students can 
improve the outcomes of new graduate nurses (Rudolph et al., 2016; Shinnick et al., 2011).  
Faculty of nursing programs can assist with decreasing the existing practice gap regarding poor 
CR in new graduate nurses (American Association of Colleges of Nursing [AACN], 2008; 
Zimmerman & House, 2016).  By implementing a new simulation program that incorporates 
EBP in debriefing, faculty of the project site can contribute to the nursing profession’s 
improvement in CR practices.  Results were collected following the implementation and 
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Chapter Six:  Evaluation of the Practice Change Initiative 
Evidence-based practice (EBP) involves assessing practice and making changes to 
improve outcomes (Melnyk & Fineout-Overholt, 2015).  This EBP change project began with 
assessment through observations of faculty debriefing practices following simulation events.  
After these observations, faculty agreed, that a necessary change to improve practice would be to 
standardize the debriefing method within the nursing department.  The project manager (PM), 
through an expansive literature review (see Appendix D), concluded that standardizing the 
debriefing method would need to include a theory-based debriefing model, and the use of tools to 
assist in this endeavor.  The theory-based model chosen was the Integrated Reflective Debriefing 
Guide for Promoting Clinical Judgement (IRDG-CJ; see Appendix A) and the supplemental 
tools included the Lasater Clinical Judgement Rubric (LCJR; see Appendix B) and the Atwater 
Clinical Reasoning Map for Students (ACRMS; see Appendix F).  This chapter is a report of the 
participant sample used for the project implementation, observations experienced during 
implementation, and the outcomes reached following the completion of the change project.   
Participant Demographics 
 The inclusion of faculty using simulation and debriefing yielded a convenience sample of 
four (N=4).  The range of participants’ ages was 27-66 years old (𝑥 = 45).  Races of the 
participants included: Caucasian 75% (n=3) and African-American 25% (n=1).  All participants 
of the sample were female participants (N=4).  Three types of degrees were held by the 
participants; Master’s in Science of Nursing (MSN), was held by 50% (n=2), Doctorate of 
Nursing Practice (DNP), was held by 25% (n=2), and 25% (n=1) of the sample held a Doctor of 
Philosophy in Nursing (PhD).  Simulation experience of the sample ranged from zero to 34 years 
(𝑥 = 11.75).   
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Intended Outcomes 
Faculty utilization of standardized debriefing tools.  The first outcome from the 
project was to increase faculty utilization of the IRDG-CJ and the LCJR.  Faculty observation, 
prior to the project, identified that faculty of the project site lacked a process to deliver like 
debriefing sessions following simulation events.  The IRDG-CJ was introduced to each faculty 
holding a simulation event during the spring 2018 semester via a faculty information session 
presented by the PM.   
The PM logged each simulation event, recording the utilization of the IRDG-CJ, the 
LCJR, and a third tool for students created by the PM, the ACRMS.  The utilization of each tool 
was documented in the Faculty Utilization Data Record (see Appendix K).  Faculty adapted well 
to using the IRDG-CJ and used the debriefing model during nearly all 15 debriefing sessions 
following its launch.  The LCJR and the ACRMS both were used for all students during every 
simulation and debriefing event.  Table 2 illustrates the overall utilization of each tool and the 
comprehensive utilization of all tools together. 
Table 2  
Tool Utilization  




Comprehensive Utilization 97.8% 
 
Note. Provides the percent of all tools (IRDG-CJ, ACRMS, and the LCJR) utilized during the 
project implementation in a total of 15 simulation events held by four faculty.  
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Enhance faculty debriefing skill.  The second outcome desired from the implementation 
of the standardized debriefing practice was to enhance faculty debriefing skills.  Faculty 
evaluation was performed, by the PM, using the Debriefing Assessment for Simulation in 
Healthcare-Rater Version (DASH-RV; see Appendix C). Table 3 illustrates the scores of each 
faculty for the individual elements of the DASH-RV tool.  A total of 15 simulation events were 
evaluated during the project implementation period, yielding a minimum individual element 
score of 4 (Somewhat effective/average) through a maximum element score of 7 (Very 
effective/outstanding). 
The DASH-RV is a behaviorally-anchored evaluation tool that is utilized by formally 
trained raters (Simon, Raemer, & Rudolph, 2010).  Six elements, according to Simon et al. 
(2010), are separate and overlapping areas of debriefing and should not be viewed as a 
comprehensive total.  For example, a debriefer can perform high in one element and poor in 
another; this does not conclude that the debriefer performed the entire debriefing session poorly.  
The PM expectations were that all faculty participating in the project would score at least a 4 
(somewhat effective/average) on each of the six individual elements of the DASH-RV.  With the 
previously defined benchmark of ≥ 4 (somewhat effective/average) or higher, the outcome to 
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Table 3  
Faculty DASH-RV Element Scores 
Simulation  
Event # 
Element 1* Element 2* Element 3* Element 4* Element 5* Element 6* 
1 6 4 7 6 7 7 
2 6 4 7 6 7 7 
3 5 4 6 5 6 5 
4 5 4 7 6 7 7 
5 5 6 7 7 7 7 
6 7 7 7 7 7 7 
7 6 6 7 7 6 6 
8 6 6 7 7 6 6 
9 6 5 6 5 4 4 
10 6 6 6 5 4 4 
11 6 6 6 6 6 6 
12 6 5 5 5 4 5 
13 5 5 6 6 6 6 
14 6 5 4 5 6 6 
15 6 6 6 6 6 6 
Mean Score = 5.8 5.3 6.3 5.9 5.9 5.9 
 
Note. N=4. Evaluation scores observed, using the DASH-RV tool, during the project 
implementation time period.   
 Findings 
Faculty utilization.  Tools were offered to faculty by the PM to enhance the proficiency 
of the debriefing skill and standardize the practice among the department.  Faculty (N=4) readily 
used the tools, as evidence by, the Faculty Utilization Data Record.  An isolated event lead to a 
decrease in the utilization of the IRDG-CJ, producing the lowest utilization 93.3% (14/15; see 
Table 2).  As observed by the PM, this faculty member used the IRDG-CJ during previous 
simulation events within the implementation period, appeared to have difficulty without the 
model in-hand, and in the subsequent debriefings returned to using the IRDG-CJ model.   
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Faculty proficiency.  Faculty were evaluated, by the PM, using the DASH-RV.  A total 
of 15 simulation events were evaluated; all scores are reported in Table 3 by session and 
element.  The PM chose to utilize the DASH-RV after a literature search that yielded a well-
accepted, research-based way to assess debriefing quality.  The DASH-RV is reported as a 
reliable, accurate tool, which is used by experts of simulation debriefing (Simon et al., 2010).  
Using intra-class correlation coefficient (ICC) to report the interrater reliability, a total result of 
0.74 is reported; with individual element ICC results as: 1=0.60, 2=0.65, 3=0.62, 4=0.68, 5=0.57, 
and 6=0.63.  The differences in ratings within the DASH-RV tool was found to be statistically 
significant at p=0.001 (Brett-Fleegler et al., 2012). 
Descriptive results of this project, using the DASH-RV, are illustrated in Table 4.  No 
element score fell lower than 4 (somewhat effective/average), and the highest rating of 7 
(extremely effective/outstanding) was achieved.  Means of the individual elements range from 
5.3-6.3; standard deviations (SD) were less than 1.1. This information is useful to verify the 
positive affect using the IRDG-CJ had on the debriefing practices of the aggregate group.  
Table 4  
Descriptive Statistics for Faculty Scores 
Descriptive Statistics 
 *N Minimum Maximum Mean Std. Deviation 
Element 1 15 5.00 7.00 5.8000 .56061 
Element 2 15 4.00 7.00 5.2667 .96115 
Element 3 15 4.00 7.00 6.2667 .88372 
Element 4 15 5.00 7.00 5.9333 .79881 
Element 5 15 4.00 7.00 5.9333 1.09978 
Element 6 15 4.00 7.00 5.9333 1.03280 
Valid N (listwise) 15     
 
Note. Reporting of the descriptive statistics of the six individual elements evaluated using the 
DASH-RV. Total simulation events was 15. 
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Element 1: Establishes an engaging learning environment.  The aggregate scores of the 
faculty (N= 4) whom were evaluated by the PM produced a mean value of 5.8 for this element.  
The minimum score of element #1 equaled 5 (mostly effective/good) and the maximum equaled 
7 (extremely effective/outstanding).  This outcome was met by the participants, as defined by the 
PM previously.  Figure 1 illustrates the high amount of ratings equal to 6 (consistently 
effective/very good) and 7 (extremely effective/outstanding) were achieved.  Using this 
information and the low SD results (0.6; see Table 4), the conclusion was that participants have 
the proficiency to positively establish an engaging learning environment, which is the behavior 
evaluated in element 1. 
 
Figure 1. Element 1 scores as a simple scatterplot to illustrate the scores based on 15 debriefing 
events, establish an engaging learning environment. 
Element 2: Maintains an engaging learning environment.  A mean value of 5.3 was 
achieved using the aggregate data of the element #2 evaluation scores.  A minimum evaluation 
score obtained was 4 (somewhat effective/average) and the maximum result was 7 (extremely 
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effective/outstanding).  Element #2 scores resulted in the benchmark being met with the score 
greater than 4 for the participants evaluated.  The PM interprets the data measured for element 2, 
using Figure 2, that the lowest scores were found in the initial events, and that with more 
exposure to the process and model, the element ratings improved.  Element 2 had the lowest 
mean (5.3).  This solidifies the need to have repeated exposure and a standardized process to 
maintain an engaged learning environment, the purpose of element 2. 
 
Figure 2.  Element 2 scores as a simple scatterplot to illustrate the data based on 15 debriefing 
events; maintains an engaging learning environment.  
Element 3: Structures debriefing in an organized way.  The scores of element 3 produce 
a mean of 6.3, which meets the intended benchmark by the PM.  A minimum value of 4 
(somewhat effective/average) and a maximum value of 7 (extremely effective/outstanding) was 
evaluated by the PM.  Figure 3 illustrates the scores of element 3; showing positive results with 
the great majority reaching a 6 (consistently effective/very good) and 7 (extremely 
effective/outstanding).  The SD, as reported in Table 4 equals less than 1, indicating the close 
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results of the aggregate scores.  Element 3 was found to score the highest among the six 
elements, with one outlier scoring 4 (somewhat effective/average); without this outlier, the mean 
value would be higher.  The PM recognizes that these results are congruent with literature, 
indicating the importance of using a theory-based debriefing model (International Nursing 
Association of Clinical Simulation in Learning [INACSL], 2016; National League of Nursing 
[NLN], 2015), such as IRDG-CJ, to organize the debriefing session.  
 
Figure 3.  Element 3 scores as a simple scatterplot to illustrate the data based on 15 debriefing 
events; structures debriefing in an organized way. 
Element 4: Provokes engaging discussions.  The aggregate scores (N=4) of element 4 
calculated a mean value of 5.9.  The minimum score was 5 (mostly effective/good) and the 
maximum was 7 (extremely effective/outstanding).  The benchmark was met for element #4.  
Provoking engaging discussion is the purpose of element 4.  The PM concludes that this is a skill 
that is dependent on other variables.  The observation data shows in Figure 4, that the results are 
evenly spread between scores 5 (mostly effective/good), 6 (consistently effective/very good), and 
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7 (extremely effective/outstanding).  SD for element 4 in Table 4 resulted as 0.8, indicating a 
more evenly dispersed result than other elements.  Variables that contribute to these results could 
be level of students participating and/or experience of the debriefer.   
 
Figure 4.  Element 4 scores as a simple scatterplot to illustrate the data based on 15 debriefing 
events, provokes engaging discussions. 
Element 5: Identifies and explores performance gaps.   The aggregate scores (N=4) 
found for element 5 report a mean of 5.9 (SD 1.1).  The minimum value was 4 (somewhat 
effective/good) with a maximum value of 7 (extremely effective/outstanding).  Most of the 
scores, as shown in Figure 5, verify that many of the results were 6 (consistently effective/very 
good) and 7 (extremely effective/outstanding).   Other variables contribute to the effectiveness of 
this, including experience of the debriefer and their education level of debriefing or the 
evaluation process.   
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Figure 5.  Element 5 scores as a simple scatterplot to illustrate the data based on 15 debriefing 
events; identifies and explores performance gap. 
Element 6: Helps trainees achieve or sustain good future performance.  The descriptive 
results of element 6 are reported in Table 4 indicating a mean value of 5.9 (SD 1).  The minimum 
score was 4 (somewhat effective/good) and the maximum was 7 (extremely 
effective/outstanding).  The scores met the benchmark defined by the PM; however, the PM 
observed that this element reflects other variables, such as, debriefer education experience, 
debriefer knowledge of the content, debriefer clinical experience with the clinical aspect, and the 
debriefers level of debriefing education completion.  The scores shown in Figure 6 confirm that 
it was in isolated events, as outliers that the scores were less than 5 (mostly effective/good).   
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Figure 6.  Element 6 scores as a simple scatterplot to illustrate the data based on 15 debriefing 
events; helps trainees achieve or sustain good future performances. 
Aggregate comparisons of elements.  The PM chose to use a boxplot diagram to 
indicate the aggregate results of the DASH-RV tool and all six elements (see Figure 7).  
According to Moore, McCabe, and Craig (2009) the boxplot diagram illustrates the five number 
summary, allowing review and comparison of the median, interquartile range, minimum, and 
maximum results of each element.  This information is useful to review, and the PM could 
determine the elements that have the highest proficiency, the elements with the lowest 
proficiency, and positive/negative outliers.  It is especially useful to assess the outliers because 
outliers do affect the mean values reported in Table 4.  This effect can be negative or positive 
and should be taken into consideration when addressing aggregate data (Moore et al., 2009).    
Using Figure 7, the PM made several conclusions based from the findings of this project.  
The first conclusion was that outliers are found in elements 1, 3, and 5.  Recognizing the outliers 
was important to the project to realize the direction the mean was skewed, positive or negative, 
REDESIGNING SIMULATION 73 
and highlight this affect.  This allowed for the PM to assess what occurred, what variables are 
present and provide future implications for practice.  Next, it can be concluded that elements 2 
and 4 had the lowest results.  This gives direction for the group to make possible corrections and 
provides an excellent chance for performance improvement of faculty.  The last conclusion made 
from Figure 7, was that the elements with the highest scores were 3, 5, and 6.  The PM and 
faculty of the project site, could assess these elements for what is their best practice, offer 
suggestions on continuing this performance, and how to carry this performance over to all 
elements and all faculty practices.   
 
Figure 7.  Bloxplot diagram illustrating the aggregate analysis of the DASH-RV 1-6 elements 
based on all 15 simulation events during project implementation. 
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Summary 
 Faculty utilization of the IRDG-CJ, ACRMS, and the LCJR was the first outcome 
indicated by the PM.  This outcome was found to be met be using the Faculty Utilization Data 
Record, with scores ranging from 93.3%-100%.  The second outcome the PM assessed was to 
enhance staff proficiency in debriefing skills.  The data analysis resulted in a conclusion that the 
benchmark of ≥4 (somewhat effective/good), set by the PM, was met or exceeded in all 15 
simulation events.  Data analysis of the six individual elements leads to many practice 
suggestions and future implications for debriefing following simulation.    
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Chapter Seven:  Implications for Nursing Practice 
The American Association of Colleges of Nurses (AACN; 2006) recognize eight 
essentials for Doctorate of Nursing Practice (DNP) students that define the base of what the 
priorities and higher knowledge used in their profession. The list of benefits the DNP prepared 
professional offers, as cited from the AACN (2004):   
…development of needed advanced competencies for increasingly complex practice, 
faculty, and leadership roles; enhanced knowledge to improve nursing practice and 
patient outcomes; enhanced leadership skills to strengthen practice and health care 
delivery; better match of program requirements and credits and time with the credential 
earned; provision of an advanced educational credential for those who require advanced 
practice knowledge but do not need or want a strong research focus (e.g., practice 
faculty); enhanced ability to attract individuals to nursing from non-nursing backgrounds; 
and increased supply of faculty for practice instruction. (2006, p. 5) 
Ensuring the DNP professional and project is able to provide these benefits, it is important to 
address the essentials used during the doctoral studies.  Comparing with each of the eight 
essentials needed for the DNP role, this chapter outlines the relationship between, the practice 
need identified and the project completed to close the practice gap. 
Practice Implications 
 The DNP prepared individual must be able to positively impact the nursing profession 
utilizing, and in collaboration, with research and nurse researchers (AACN, 2006).  The two 
terminal degrees collaborate well; the DNP graduate is be able to implement works of the nurse 
scientist, or PhD prepared nurse.  The project manager (PM) began the collaborative process by 
observing practices of faculty at the project site, identifying a practice need that could impact the 
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nursing profession at a level of the eight competencies defined by the AACN, and conducting a 
literature review to locate an evidence-based intervention to implement.   
The literature review identified a practice gap of nursing students who lack clinical 
reasoning (CR) skills during the immediate time period following graduation.  Simulation 
education, using debriefing that is grounded with a theory-based model, was recommended by 
several field professionals to improve CR skills among nursing students (Dreifuerst, 2009; 
Hayden, 2010).  The literature review included the identification of; a theory-based model, called 
the Integrated Reflective Debriefing Guide for Promoting Clinical Judgment (IRDG-CJ; see 
Appendix A) that was reported to have a positive influence to the performance of the debriefer 
and improving students’ CR outcome following a simulation activity (Al Sabei & Lasater, 2016).  
A second research-based tool found during the literature review was the Lasater Clinical 
Judgement Rubric (LCJR; see Appendix B) that captures the growth progression of students’ CR 
following simulation events (Ashcraft et al., 2013; Lasater, 2007).  The final part of the project 
was the creation, by the PM, of the Atwater Clinical Reasoning Map for Students (ACRMS; see 
Appendix F). The PM saw the opportunity to create a tool for student to use with the faculty 
following the IRDG-CJ.  The ACRMS was adapted from the IRDG-CJ model. 
Essential I:  Scientific underpinnings for practice.  Nursing science, according to the 
AACN “…has created a significant body of knowledge to guide nursing practice and has 
expanded the scientific underpinnings of the discipline.” (2006, p. 9) Implications for practice to 
successfully contribute to nursing include the use of science-based theories that will improve the 
delivery of healthcare and evaluate outcomes, and innovate new methods that use nursing and 
other disciplines’ theories. (AACN, 2006).  Facilitators of simulation debriefing sessions should 
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use a theory-based model, such as the IRDG-CJ, to enhance their skill and guide their 
educational delivery in a manner that is based from research.   
Using the IRDG-CJ allows the nursing faculty to utilize theoretical information to offer 
quality, reflective debriefing sessions that are known to improve students’ growth.  Organizing 
the debriefing session creates a more efficient session for both, learner and educator.  Using a 
developed debriefing model improves the flow of content review of the simulation event and 
theoretical knowledge that students are meant to review. 
The ACRMS, was a newly developed tool by the PM.  The ACRMS tool was adapted 
from the IRDG-CJ, and gave a form for students to follow their facilitator using auditory, visual, 
and mechanical learning methods.   “There are four kinds of learning styles: active and reflective 
learning; sensing and intuitive learning; visual and verbal learning; and sequential and global 
learning” (Younas, 2018, p. 15).  Further study of the ACRMS can determine how many styles 
this tool captures and what can be recommended for future use in nursing education. 
Essential II:  Organization and systems leadership for quality improvement and 
systems thinking.   The focus of this essential is to “ensure accountability for quality of health 
care and patient safety…” (AACN, 2006, p. 10).   Faculty of prelicensure nursing students have 
the responsibility to educate their students at a level that the future nurse can provide safe, 
competent care (AACN, 2008). Simulation learning activities must include debriefing that will 
provide learning opportunities clarifying safe care of patients (Dreifeurst, 2009).  Although this 
information is offered by industry leaders, it is for individual organizations to offer good 
debriefing session using theory-based approaches and have a way to capture students’ 
improvement (or lack of improvement).   Using a tool, such as the LCJR, allows for concrete 
documentation of student performance during simulation and debriefing events. Comparison of 
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individual student’s LCJR between different simulations, courses, and academic year, gives the 
faculty an opportunity to assess areas of expertise and areas that need improvement.  The LCJR 
form is an evaluation tool that faculty can utilize to discuss observations and performance with 
the student, offering the chance for clear communication between faculty and student.     
Essential III:  Clinical scholarship and analytical methods for evidence-based 
practice (EBP).   The collaborative relationship the DNP professional has, includes using 
existing research, found through literature searches, quality improvement projects, and other 
avenues, requires the DNP to be able to evaluate and disseminate EBP (AACN, 2006).  The main 
goal of clinical scholarship by a DNP graduate, as explained by the AACN (2006) is to 
“…generate evidence through their practice to guide improvements in practice and outcomes of 
care.” (p. 12).  Best practice, for new nursing graduates, is to begin their career with the ability to 
clinically reason.  Faculty can use assessments of students’ abilities during simulation and 
debriefing events.  Using a concrete tool, such as the LCJR, gives examples to students of their 
performance.  This type of assessment allows for standardization of practices for the faculty to 
work on a common ground from student to student, ensuring justice for the class. 
The AACN (2006), under the third essential, names a goal to “Design, direct, and 
evaluate quality improvement methodologies to promote safe, timely, effective, efficient, 
equitable, and patient-centered care.” (p. 12).  The ACRMS has the potential to train students to 
think of all aspects of patient care and how they can improve and change their nursing practice.   
More research should be conducted to test the tool’s reliability and validity.  Following testing, 
and ensuing a positive finding, the ACRMS tool can be promoted to assist the student with their 
own CR development.    
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A third objective of the scholarship essential is to “…develop practice guidelines and 
improve practice and the practice environment.” (AACN, 2006, p. 12).  Faculty of nursing 
programs have the opportunity to influence the future performance of nurses.  This gives nursing 
faculty a high responsibility to maintain an affective teaching practice. Using the IRDG-CJ aids 
nursing faculty, to deliver a simulation and debriefing event that is organized, comprehensive, 
logical, and affective to the students they teach.  Students and faculty alike, can become 
acclimated to the IRDG-CJ, being able to predict the session and are taught different patient 
scenarios using the same comprehensive process.  The Constructivist Learning Theory (CLT) 
applies to this recommendation; according to Walker and Stevenson (2016), the learning is 
completed by repetitive exposure, building on the previous lessons. By using the CLT, nursing 
faculty are educating their nursing students to use clinical reasoning, and possibly the nursing 
process, with each patient scenario they encounter, changing in levels and content throughout the 
curriculum.  The PM believes the connection between the IRDG-CJ and the well-known, nursing 
process, is made when a student uses the ACRMS.  This is a connection that needs to be further 
assessed. 
Essential IV:  Information systems/technology and patient care technology for the 
improvement and transformation of healthcare.  Support for improved outcomes and patient 
care in academic and healthcare settings through the use of information systems and technology, 
sets the DNP graduate apart from other nursing professionals.  Using simulation technology, in a 
way that incorporates the high-level thinking required to improve CR skills in nursing students, 
can be accomplished when delivered with a theory-based debriefing session.  Using a model, 
similar to the IRDG-CJ, gives the nursing faculty a foundation to improve their own practice.  
Simulation technology is recognized by Hayden, Smiley, Alexander, Kardong-Edgren, and 
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Jeffries (2014) as a sufficient supplement for nursing students to real patient care clinical.  This 
technology is influential in the development of nurses who are entering the profession.  
Professionals should recognize the benefits simulation education offers but must be 
knowledgeable simulation EBP and realize the technology only takes the students’ learning so 
far; to reach the desired higher-level thinking it takes to learn CR, debriefing delivery is required. 
Essential V: Healthcare policy for advocacy in healthcare.  According to the Institute 
of Medicine (IOM; 2001), the DNP professional can be influential with the health care policies; 
affecting areas such as, safety, practice regulations, quality, among other important components 
of nursing practice (as cited by AACN, 2006).  Health policy occurs at various levels from 
institutional to international, the DNP professional as opportunities to influence at any level 
(AACN, 2006).  Debriefing practices of nursing faculty is one practice that, at the institutional 
level, can be impacted by DNP professionals and other nursing faculty.  Policy that enforces the 
recommendations to provide debriefing following simulation activities and debrief using a 
theory-based model will all for continued performance improvement with nursing faculty’s use 
of simulation to promote CR of their nursing students.  Enforcing such policies can possibly 
contribute to an improvement in medical errors made by new graduate nursing students. New 
graduate nurses contribute to nearly half of all medication errors, reported by Zimmerman and 
House (2016), and more than a third of patient fall events (Hickerson, Taylor, & Terhaar (2016).   
The IOM (2003) suggest using simulation debriefing to highlight these types of errors and giving 
the nursing student the opportunity to discuss and reflect on the situation during debriefing, can 
teach them ways to avoid making real medical mistakes (as cited by Molloy, 2017).   
Possible policy changes at the state and national level can influence simulation and 
nursing education; improving the medical error occurrences.  The state boards of nursing can 
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have specific requirement for simulation and debriefing practices, as opposed to only 
recommendations.  Recommendations can lead to various interpretations justified by 
explanations.  A specific policy can give a state the opportunity to enforce best practices in 
schools of nursing and simulation education.   
At the national level, the main accrediting bodies of nursing programs, the National 
League of Nursing (NLN) and the AACN, can also have detailed policies regarding the use of 
simulation debriefing models.  The two main accrediting bodies for baccalaureate nursing 
schools are the NLN and the AACN. A comparison of the simulation and debriefing 
recommendations show the vast differences between their recommendations, Table 5 notes a 
summation of the agencies recommendations.  It is not necessary for all accrediting bodies to 
agree 100%, but when issues to CR and patient safety are affected, the interventions that create 
the best outcomes should be required.  These differences can contribute to how nurses are 
perceived by their counterparts, as professional or not.  If current nurse leaders want nurses to be 
viewed as professionals, nursing faculty should provide interventions that will ensure their 
professional performance the day they begin practice.  Using simulation and debriefing can 
improve nurses’ performance and should be a main focus of accrediting bodies. It is the 
recommendation that policy agreement between the main nursing accrediting bodies be that 
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Table 5 
Comparison of Accrediting Bodies and the Simulation Recommendations 
 National League of Nursing 
(NLN) 
American Association of 
Colleges of Nursing 
(AACN) 
Debriefing Definition: Yes. Offers extensive definition 
and rationale for its effectiveness. 
No 
Offer examples of debriefing 
models: 
Yes. Offers four theory-based 
debriefing models as examples.  





Yes.  Promotes the need to 
evaluate debriefing performance 
and offers examples of tested 
evaluation strategies, such as the 
DASH-RV. 
No 
Offer recommendations for 
professionals: 
Yes: 
● Deans, Directors, Chairs of 
Nursing Programs 
● Nursing Faculty 
● NLN members 
No 
Resources website for 
simulation and/or debriefing 
Yes: 





Scholarship opportunity for 
Simulation and/or Debriefing 
Yes. Offered through the NLN, 
Chamberlain College of Nursing 
Center for the Advancement of the 
Science of Nursing Education and 




Note. Comparison of the simulation and debriefing content of the AACN and NLN websites.  
This comparison illustrates the difference between resources available for nursing simulation. 
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Essential VI:  Interprofessional collaboration for improving patient and population 
health outcomes.  The DNP graduate must recognize the importance that interprofessional 
teams have on patient outcomes and safe care.  The sixth essential, tasks the DNP professional to 
contribute to the healthcare industry working alongside and leading both intraprofessionally and 
interprofessionally (AACN, 2008).  Nurses have the benefit of working with many healthcare 
professionals, collaborating with other disciplines can impact patient care and outcomes.  
The DNP professional, both in academia and practice settings, can utilize simulation 
education with debriefing to practice patient scenarios with the full interprofessional team.  The 
AACN (2008) is clear to state, “…effective interprofessional teams function in a highly 
collaborative fashion and are fluid depending upon the patients’ needs, leadership of high 
performance teams changes.” (p. 15).  The benefits that simulation and debriefing provide to 
nursing students and their clinical practice can extend to all healthcare disciplines and allow for 
interprofessional skills to be simulated, improving practices of the team’s patient care.  It is the 
recommendation that practices used by nursing faculty be shared and expertise be offered to 
other disciplines in healthcare.  The DNP graduate should take the lead in collaborating with 
other disciplines to share and retrieve simulation education practices that improve outcomes. 
Interprofessional Education (IPE) has been shown to improve patient outcomes, preventing 
errors, and other negative effects that poor teamwork can create.  Using simulation to deliver IPE 
can offer several advantages to various healthcare professionals including: communication skills, 
collaboration, and confidence in many patient scenarios, emergency or not (Welsch, Hoch, 
Poston, Parodi, & Akpinar-Elci, 2018). 
Essential VII:  Clinical prevention and population health for improving the nation’s 
health.    The DNP graduate has the ability to improve various conditions of populations; 
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including, disease prevention, health promotion, environmental and occupational conditions 
(AACN, 2006).  It is the recommendation that nursing faculty use simulation and theory-based 
debriefing to promote this responsibility in nurses and practice specific population-based 
scenarios to provide opportunity to learn more about the role of nurses within the population.  
According to the AACN (2006), “…these national calls for action and with the longstanding 
focus on health promotion and disease prevention in nursing curricula and roles, the DNP 
graduate has a foundation…” (p. 15).  Stanley and Rojas (2014) use simulation to replicate a 
nursing home visit and concluded that using simulation with debriefing for a public health 
nursing role is beneficial to highlight environmental patient content and helps to reduce the 
burden of finding public health clinical sites.  The addition of simulation to population health 
courses is minimal compared to other clinical courses (Stanley & Rojas, 2014).  DNP 
professionals can initiate the use and study of simulation and theory-based debriefing for 
population health courses; hopefully, verifying the effectiveness this methodology has on this 
focus.   
Essential VIII:  Advanced nursing practice.  The final DNP essential calls for nurses 
of this preparation to “understand patient care consequences of decisions.” (AACN, 2006, p. 16).  
Several of this essential’s objectives are relevant to the topics of simulation, theory-based 
debriefing, and clinical reasoning.  The objectives that specifically apply to the recommendations 
concluded from this project relate to practicing patient care to improve outcomes, educating on 
the complexity of healthcare and patient care, education for new professionals that is 
collaborative, and using nursing knowledge to improve patient outcomes (AACN, 2006). 
It is the recommendation, that the nursing profession use debriefing education to prepare 
future nurses for the complex healthcare system and patient care needs they will face in their 
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profession.  DNP professionals should recognize the benefit this type of education has for 
students and new nurses. We should have the practice as experience nurse leaders, to mentor 
those entering the profession and help avoid negative encounters, such as medication errors.  The 
NLN (2015), has a “call to action” for nurse educators.  This call is to use debriefing throughout 
the curriculum of various nursing students and that debriefing is a way we can change education 
to better prepare students (NLN, 2015). 
It is vital to the nursing profession to evaluate nursing students’ practices as they enter 
the profession.  We must verify that simulation and theory-based debriefing does contribute 
positively to the reduction of medical errors and improved practice preparation of new graduate 
nurses.  According to Waznonis (2014), debriefing practices are not practice with evidence-based 
techniques, but through educators own experiences, from article suggestions, and information 
from professional conferences.    
Future Work 
To advance simulation education and the use of theory-based debriefing, it is necessary to 
disseminate the findings and recommendations of this and future projects.  Presentations are 
possible at local, state, national, and international levels.  Within each of these levels, 
presentations can be in the form of a poster and a podium presentation at meetings and 
professional conferences.  A proposed dissemination plan includes professional presentations at 
both nursing and simulation conferences, with the knowledge that and depending on the content 
of conferences, presentations at the desired conference may not be applicable.  In addition to 
presentation, it is important to publish the project in various professional journals.   
 Succeeding the creation and the pilot of the ACRMS, the student tool adapted from the 
IRDG-CJ, it is important to continue with formal psychometric testing.  Psychometric testing 
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will provide for the reliability and validity of the tool.  Without this research, it is not accurate to 
say the benefit or strength of the tools use for student growth.  It is the plan of the PM, to 
continue using the ACRMS, along with the IRGD-CJ and gather enough tools to perform quality 
psychometric testing.  After potential legitimate statistical analysis, the PM plans to publish the 
ACRMS for others to use. 
Summary 
 It is the need of the nursing profession, to have DNP professionals educated and 
experienced to lead complex processes and changes in academia and healthcare (AACN, 2006).  
Healthcare is more complex, requiring nursing students to be better prepared to handle complex 
situations.  Simulation education is a method that nursing educators can use to help prepare 
nursing students for these complex situations when they transition from student to nurse.  
Although simulation is valuable, for the student to close the practice gap of what they did not 
know prior to the event, simulation is not as affective without debriefing.  It is the 
recommendation that professionals at local, state, and national professional organizations require 
and provide resources for theory-based debriefing with simulation education.  This project used 
several tools that supported the use of effective theory-based debriefing.  A complete summary 
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Chapter Eight:  Final Conclusions 
Hindsight of the completed performance improvement project has led to many 
conclusions for future nursing practice.  These conclusions were related to the problem of a 
nursing education and practice gap, an increased rate of medical errors made by new graduate 
nurses, and nursing leaders claiming new nurses lack the clinical reasoning (CR) skill, suggested 
solution of using a comprehensive approach for nursing simulation education, and the 
recommendations for future practice.  Reflection of practice has been a theme of this project and 
is an important part for its completion.  This final chapter denotes a complete reflection and 
summation of this evidence-based practice (EBP) change project regarding a simulation 
debriefing process redesign.  
Clinical Problem 
  It has been determined, that new graduated nurses have a “practice-gap” because the way 
nursing education has evolved from hospital-based training programs to classroom, theory-
taught, higher education programs (Hunter & Arthur, 2016).  Nursing students lack the ability to 
clinically reason in actual patient scenarios that differ from theory, and this can set up the nurse 
for the inability to think or to CR to correct action for the situation (del Bueno, 2005; Hunter & 
Arthur, 2016; Killiam, Luhanga, & Bakker, 2011).   Nursing students spend the majority of their 
time in a classroom and in reality, receive a limited number of clinical hours that include caring 
for patients. 
New graduate nurses have a higher chance of making medical errors; particularly 
medication errors and having a patient fall under their care.  This is costly both financially to 
organizations and emotionally to new nurses.  Many new nurses who experience a patient error 
will decide to leave the profession. Hickerson, Taylor, and Terhaar (2016) report that an 
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alarming 60% of new graduate nurses leave their first job.  Healthcare organizations lose money 
both with onboarding new nurses who leave too fast and having to replace nurses who leave the 
profession (Jones, 2008; Theisen & Sandau, 2013; Ulrich et al., 2008).  Already in a deficit, the 
shortage of nurses is expected to continue to grow (American Association of Colleges of Nursing 
[AACN], 2017).  This shortage can prove to be detrimental to society and the care of all patients.   
Literature Evidence 
Nurse leaders and managers desire to hire nurses who are prepared for patient situations 
that are not typical.  Nurses who have CR skills are the ideal nurse to hire because they 
demonstrate decisions that produce the best patient outcome.  An education method that is used 
to better prepare nursing students for handling atypical patient scenarios is simulation education.  
Simulation is an educational method that allows students to safely practice patient care and make 
decisions that they learn in theory, bringing information into practice (Dreifuerst, 2009; Hayden, 
2010). 
Simulation alone is more of a skills practice and will not offer much growth for students 
to make corrections in thinking.  CR and the practice-gap can be rectified when the faculty and 
students debrief; reflecting on the scenario, the actions, any corrections, and evaluations of the 
results (Dreifuerst, 2009; Rudolph et al., 2016).  Debriefing is where the student actually gains 
CR skills.  A theory-based model, the Integrated Reflective Debriefing Guide for Promoting 
Clinical Judgment (IRDG-CJ; see Appendix A) as used in this project, offers a valuable resource 
for faculty to perform effective debriefing sessions.  Debriefing produces even better learning 
outcomes when performed with the direction of a theory-based model (Dreifuerst, 2009; 
Rudolph et al., 2016; Shinnick, Woo, Horwich, & Steadman, 2011). 
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Evaluation of both faculty debriefing performance and students’ clinical performance are 
necessary to ensure growth from the intervention.  The Laster Clinical Judgement Rubric (LCJR; 
see Appendix B), was located from the literature search that was shown to help faculty evaluate 
student performance during the simulation and debrief (Adamson, Gubrud, Sieras, & Lasater, 
2011).  The Debriefing Assessment for Simulation in Healthcare- Rater Version (DASH-RV; see 
Appendix C), is an evaluation instrument which is reliable in evaluating the performance of 
faculty, or the individual facilitating the debriefing session (Cheng et al., 2015).  Therefore, the 
DASH-RV is a tool that is capable of showing professional development and was selected to 
evaluate the faculty participants of this project. 
During the literature review, the project manager (PM) noted that there seemed to be a 
lack of student connection to the standardized debriefing approach.  The PM collected tools for 
faculty use (IRDG-CJ; LCJR); however, did not locate a tool for the student to follow the 
process.  The PM decided this was an instrumental part to the debriefing package and created the 
Atwater Clinical Reasoning Map for Students (ACRMS; see Appendix F).  The ACRMS was 
adapted from the theory-based IRDG-CJ model. 
 Change Theories and Models 
The Constructivist Learning Theory (CLT) was the theory selected to be the foundation 
for this project.  The CLT describes the way in which students use previous knowledge from 
theoretical instruction and experience, to build a deeper understanding and thinking (Brandon & 
All, 2010).  The CLT theory is a theory that can be applied to various disciplines, including the 
nursing profession (Rolloff, 2010).   Constructivism can be defined as the learning made after 
repeated exposure to situations that require reflective thought (Billings & Halstead, 2009).  
Simulation with debriefing specifically provides the opportunity for exposure to previous 
learning, skill practice, and reflective discussion of performance.  
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The Rosswurm and Larabee (1999) EBP Model, guided the steps of the project.  This 
model defines each step used for a performance improvement project.  The steps of this model 
includes: Assess; Link; Synthesis; Design; Implement and evaluate; and Integrate and maintain.  
All steps of the model were successfully completed during the project, with the exception of the 
final step, “integrate and maintain”, which will be a long-term ongoing process at the project site.      
Project Management 
The PM began planning for the performance improvement project by completing a 
Strengths, Weaknesses, Opportunities, and Threats (SWOT) analysis to provide clarity of the 
project site’s availability and its challenges.  The main findings of this SWOT analysis was that 
the department has the desire to enhance the simulation program it offers their nursing students; 
however, the department was small making big changes more difficult. 
Following PM observations, a literature review of the identified problem was conducted.  
Faculty communication regarding project idea and evidence-based solutions were made. 
Approval of the project was granted by the program director (see Appendix G).  The PM 
initiated the design phase by making plans for information technology, budget items (see Table 
1; Chapter 4), data evaluation, data analysis, and data management.  Faculty evaluation was 
determined by two outcomes: faculty utilization and faculty proficiency.  Faculty tool utilization 
was stored on the Faculty Utilization Record (see Appendix K); and faculty proficiency was 
evaluated using the DASH-RV.   
Institutional Review Board (IRB) applications were completed for the project site and 
East Carolina University.  It was the desire of the PM to have the project found to be Exempt, 
considering the objective of the project was for performance improvement, not new research.  
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Both organizations concurred that the project was IRB Exempt and approved the project to move 
forward (see Appendices H & I). 
Project Implementation 
The project began with observations, by the PM, that there was neither no debriefing 
model used by individual faculty of the project site when conducting simulation exercises, or 
various models used that were not standardized.  The PM met with faculty of the project site to 
discuss these observations and to suggest the performance improvement project to standardize 
the debriefing practice of the department.  Faculty all agreed this was a needed process. 
Faculty who had a planned simulation event were given a demographic survey (see 
Appendix J) to complete and by completing, agreed to participate.  Faculty were oriented to the 
project and educated on the tools adopted through individual faculty information sessions, 
presented by the PM.  Faculty gave the PM a schedule of each simulation event.  The PM 
attended each event, using the DASH-RV to evaluate the faculty debriefing sessions.   
Findings 
Project findings yielded positive results for the faculty (N=4) who participated.  The 
IRDG-CJ model was utilized in 14 of 15 simulation events (93.3%); the LCJR and the ACRMS 
were used in 100% of debriefing events.  The faculty member who did not use the IRDG-CJ the 
one time verbally expressed, to the PM, the desire to have had it after beginning without it, 
thinking they used it enough they could proceed without the tool.  Following that isolated event, 
that particular faculty returned to using the IRDG-CJ. 
Faculty proficiency was evaluated using the DASH-RV, setting a benchmark score of 4 
(effective/mostly good).  All faculty (N=4), for all 15 simulation events, received 4 or higher on 
REDESIGNING SIMULATION 92 
the evaluation tool.  Faculty experience ranged from zero to 15 years, the PM is able to suggest 
that using the IRDG-CJ allows for the capability to facilitate a successful debriefing session.      
Practice Implications 
Following the completion of this performance improvement project, the PM’s 
conclusions were congruent with the expert recommendations from appraised literature to use 
theory-based debriefing with simulation education. Specific recommendations arose during and 
after the completion of the project.  These recommendations are: 
1. Use a theory-based debriefing model to enhance the facilitator’s practice. 
2. Use reliable tools to monitor and assess student growth; specifically with CR. 
3. Organizations should adopt a standardized process for simulation and debriefing 
programs. 
4. Professional nursing organizations and education accrediting bodies should provide 
resources for and expect quality debriefing practices of nursing programs. 
Although several other recommendations were discovered during the performance improvement 
project.  These four main recommendations appear to the PM to be the priority items for nursing 
educators to focus their attention on in the near future. 
Final Conclusions 
 When nursing students lack the preparation in CR during patient care, the possibility of 
making a devastating medical error becomes reality.  Nursing educators have the potential to 
reverse the alarming statistics that show the higher amount of medical errors made by new 
graduate nurses.  Knowing that using simulation education is a valid methodology, educators 
must realize that debriefing is where student growth produces CR skills.  Simulation education 
should not be viewed alone, but should be considered a package with many parts.  The complete 
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package includes: simulation, theory-based debriefing, student involvement with debriefing 
model, student evaluation of performance, and debriefing facilitator evaluation.  Using these 
recommendations, the simulation and debriefing educator can experience that this package is 
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Appendix A 
Integrated Reflective Debriefing Guide for Promoting Clinical Judgment (IRDG-CJ) 
 
Note. The Integrated Reflective Debriefing Guide for Promoting Clinical Judgement (IRDG-CJ) 
adapted to enhance debriefing practices of faculty at the project site. “Simulation debriefing 
for clinical judgment development: A concept analysis” by S.D. Al Sabei and K. Lasater, 
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Note. Permission for use given by K. Lasater, personal communication, July 17, 2017 (see 
Appendix E).  
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Appendix C  
Debriefing Assessment for Simulation in Healthcare 
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Note. Permission for use is open source. “Debriefing Assessment for Simulation in Healthcare 
(DASH)© – Rater Version,” by R. Simon, D.B. Raemer, and J.W. Rudolph, 2011. 
Center for Medical Simulation, Boston, Massachusetts. 







 (I to VII) 
Data/Evidence 
Findings 
Conclusion Use of Evidence in EBP 
Project Plan 
Adamson, K.A., 
Gubrud, P., Sideras, 
S., & Lasater, K. 
(2012). Assessing the 
reliability, validity, 













II Review of studies using LCJR 
since its introduction in 
2007.  Interrater reliability 
ranges 0.57-1.0.  Breakdown 
of various validities and 
studies that report the 
results that correlate to the 
validity. 
Interrater reliability 
has been figured for 
several studies since 
2007.  Wide ranges 
of results, mostly 
favorable make 
experts confident in 
the use yet cautious 
to continue tracking 
the reliability in 
future studies. 
Use of the LCJR is 
supported by current 
studies.  Aware that 
figuring interrater 
reliability will add to the 
current research. 
Adib-Hajbaghery, M., 
& Sharifi, N. (2017). 
Effect of simulation 
training on the 
development of 









I N=16.  8/16 articles found 
positive effect on critical 
thinking; 8/16 for 
inconsistent results. 





possibly yield the 
inconsistent results 
of the effect 
simulation has on 
critical thinking. 
The need to use 
instruments for 
standardizing simulation 
activities is desired.   
The focus of this article is 
clear to state the 
exclusion of clinical 
reasoning and does not 
view them as 
interchangeable phrases. 
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Opton, L., Bridges, R. 
A., Caballero, S., 
Veesart, A., & 
Weaver, C. (2013). 
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V Phase 1 N=86 
Formative and summative 
evaluations completed with 
statistical significance 
(p=0.000), Cronbach’s alpha 
=0.825, 0.91 
Phase 2 N= 102 
Formative and summative 
evaluations found statistical 
significance (p=0.000), 
Cronbach alpha’s = 0.915, 
0.927. 
Using the LCJR in 
place of a checklist 
is more holistic and 
provides a greater 
illustration of 
clinical reason, as 
compared to a 
checklist of 
competence. 
Use of LCJR enhances 
nursing faculty 
simulation/debriefing 
practice and is a tool to 
evaluate outcomes. 
Chan, Z. C. Y. (2013). 
A systematic review 








V N=17. Discovered four 
themes following review of 
literature. The student, the 
educators, the education 
system, and the 
atmosphere/environment.   
Critical thinking 




Educators should be 
aware of the 
conditions and be 
flexible to offer the 
best format for the 
moment. 
The impact that 
educators themselves 
make on the students 
growth.  Educators 
should be aware of what 
they bring to the 
environment either 
positive or negative. 
Cheng, A., Grant, V., 
Dieckmann, P., Arora, 
S., Robinson, T., & 
Eppich, W. (2015). 
Faculty development 
for simulation 
programs: Five issues 
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VII Comparison of two tools 
used to evaluate debriefing 
sessions, DASH and OSAD.  
Discussion of faculty 
development and 5 issues of 
debriefing.  Purposed model 
t develop debriefing in 
education. 
Detail information 
of the DASH 
evaluation tool and 
comparison of its 
use in practice. 
Expert discussion of 
observations with 
debriefing practice 
in the profession.  
Recommendations 
for professionals 
who use debriefing. 
DASH information for lit 
review explanation.  
Highlight concerns 
experienced with 
debriefing practices that 
faculty can experience, 
increasing the necessity 
of evaluation for 
professional growth. 
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II N=238.  Intervention group 
received DML debriefing, 
control group (customary 
debriefing).  Significance 
found (p<0.05) for higher 
posttest clinical reasoning 
scores in the intervention 
group.  DASH-SV scores 
found to be significant in the 
intervention group 
(p=0.001) for higher scores 
except item #1. 
Both the DML and 
DASH tool used to 
evaluate debriefing.  
DML for student 
evaluation and 
DASH for debriefing 
evaluation.  
Statistical 
significance found in 
DML both from a 
student clinical 
reasoning score and 
the DASH 
evaluation.   
Debriefing can be 
evaluated for 
effectiveness and 
success of facilitator.  
DASH is a tool that can 
be used to evaluate the 
session. 
Connection between 
debriefing and clinical 
reasoning growth. 
Dufrene, C., & Young, 
A. (2014). Successful 
debriefing - best 









I Studies found comparing 
types of debriefing 
strategies. Findings indicate 
that faculty lead debriefing 
is the most comment type 
but is not the only type.  A 
lack of evidence to 
demonstrate the outcomes 
among different 
approaches.   
Studies agree as a 
whole that 
debriefing has a 
positive impact on 
learner outcomes, 
despite the type of 
debriefing used. 
Debriefing as an 
evidence-based practice 
that increases outcomes 
over simulation alone.  
Limitations are the lack 
of sufficient research for 
debriefing compared to 
the plethora of research 
for simulation. 
Forneris, S. G., Neal, 
D. O., Jones, T., 
Kuehn, M. B., Meyer, 
H. M., Blazovich, L. 
M., Holland, A. E., & 










II N=153.  78 randomly 
assigned to intervention 
group (DML debriefing), 75 
assigned to control group 
(usual debriefing).  
Pretest/posttest used to 
compare results.  
Significance (p=.09) found 
for higher posttest scores in 
the intervention group. 
DML debriefing can 
yield greater 





Debriefing is affective in 
improving clinical 
reasoning scores. 
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R. A., Alexander, M., 
Kardong-Edgren, S., 
& Jeffries, P. R. 
(2014). Supplement: 
The NCSBN National 














Control group given 25% 
clinical hours replaced with 
simulation 
Experimental group 50%. No 
statistical difference 
(p=0.688) of clinical 
performance at end.  
Follow-up survey at 6 
weeks, 3mos, and 6 mos 
found no difference in 
performance. (p=0.706, 
0.511, 0.527) 
Using simulation in 
place of clinical 
hours is acceptable 




hours.  Faculty can 
use up to 50% of 
simulation for 
clinical hours.   
The findings of this 
article have been 
accepted by National 
Council of State Boards 
of Nursing (NCSBON) and 
National League of 
Nursing (NLN).  
Recommendations have 
followed the study for 
faculty and schools of 
nursing to include 
simulation up to 50% of 
clinical time.   
This study is a strong 
evidence-based research 
study.  Large sample size 
of 666.  Thorough forms 
of evaluation utilizing 6 
different forms of 
evaluation including the 
weekly, end of semester, 
end of program, and the 
NCLEX exam.  Follow-up 
well studied with 3 
separate surveys post-
graduation for nursing 
students and managers 
at employment. 
Limitations of the study 
include, 
nonrandomization of 
universities, groups were 
not blinded therefore 
creating bias, students 
responsible for end of 
program survey 
distribution and manager 
survey delivery. 
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Hickerson, K. A., 
Taylor, L. A., & 
Terhaar, M. F. (2016). 
The preparation-
practice gap: An 
integrative literature 
review. The Journal 
of Continuing 
Education in 






Review of literature 
Preparation –
practice gap has 
three themes: the 
practice gap exists, 
it is costly, and 




The task that 
prelicensure programs 
have effect the nursing 
profession 
postgraduation.  
Limitations include a lack 
of level 1 and 2 articles. 
Killam, L. A., 
Luhanga, F., & 




nursing students in 
clinical practice: An 
integrative literature 







V N=11.  Found three themes 
in nursing students in 
clinical practice: ineffective 
interpersonal interactions, 




experiences have a 
risk with unsafe 
student behavior 
The importance of 
finding innovative, safe 
methods to teach 
clinical. 
Killam, L. A., & 
Heerschap, C. (2013). 
Challenges to student 
learning in the 







VI N=5, n=6. Two clinical 
groups, junior group, senior 
group.  Asked to describe 
clinical safety and 
environments.  Three 
themes found: internal 
reactions to external 
limitations, barriers 
experienced within the 
clinical environment, 
ineffective program 








perspective.   
Further need to explore 
innovative clinical 
experience.  Traditional 
clinical could be 
ineffective in the 
opinions of students.  
Small sample size is a 
limitation.  Different 
geographic region 
(Canada) 
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Lasater, K. (2007). 
Clinical judgment 
development: Using 
simulation to create 
an assessment 







study. N=26.  No statistical 
significance found from 
small sample size.  5 themes 
emerged-strengths and 
limitations of simulation, 
paradoxical nature of 
simulation, desire for more 
feedback, students’ 
connection with others, and 
improving facilitation 
recommendations.  




illustrates trends in 
simulation/ clinical 
practice.  Students 
and faculty 
understand the 
language and is 
clear to use to reach 
goals. 
LCJR is beneficial to 
faculty and students as 
an evaluation tool and 
communication tool of 
objectives.  Can monitor 
student’s progress 
clearly. 
Lee, J., & Oh, P. 
(2015). Effects of the 
use of high-fidelity 
human simulation in 
nursing education: A 
meta-









I 26 controlled trials using 
2,031 nursing students.  
Cohen’s effect size used to 
report data.  Findings reveal 
that simulation yields an 
effect size of     -0.97 for 
problem-solving, -0.67 for 
critical thinking, -2.15 for 
clinical judgment.  Clinical 
competence was -0.81.  
Limitations are the low 
number of RCT, most 
studies have non-equivocal 
groups.   
Simulation has a 







world.     
Simulation can be used 
to enhance psychomotor 
learning of nursing 
students. 
Rudolph, J. W., 
Palaganas, J., Fey, M. 
K., Morse, C. J., 
Onello, R., Dreifuerst, 
K. T., & Simon, R. 
(2016). A DASH to 
the top: Educator 
debriefing standards 
as a path to practice 








VII Experts in simulation and 
debriefing explain the DASH 




DASH is a 
recommended tool 
to evaluate faculty 
and/or the 
debriefing portion 
of simulation.  
Competence in 
debriefing has 
barriers and needs 
to improve. 
DASH is a professionally 
accepted tool to use for 
faculty evaluation in 
debriefing.  Evaluation of 
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Shinnick, M. A., Woo, 
M., Horwich, T. B., & 
Steadman, R. 
(2011). Debriefing: 








III N=162, pretest posttest 
experimental group 
comparing the control group 
simulation and debriefing 
together followed by a 
posttest and an 
experimental group using 
simulation-posttest followed 
by debriefing posttest.  
Posttest scores increase 
significantly in control group 
(p=<.001).  Also found was 
the test scores in 
experimental group 
following simulation alone 





understand of the 
clinical scenario and 
enhances learning.  
Surprisingly, 
simulation alone can 
create confusion for 
students; causing 
lower test scores 
The importance of 
debriefing included with 
simulation. 
Victor-Chmil, J., & 
Larew, C. (2013). 
Psychometric 












II Review of studies using LCJR 
since its introduction in 
2007.  Interrater reliability 
ranges 0.57-1.0.  Breakdown 
of various validities and 
studies that report the 
results that correlate to the 
validity. 
Interrater reliability 
has been figured for 
several studies since 
2007.  Wide ranges 
of results, mostly 
favorable make 
experts confident in 
the use yet cautious 
to continue tracking 
the reliability in 
future studies. 
Use of the LCJR is 
supported by current 
studies.  Aware that 
figure interrater 
reliability will add to the 
current research. 
Note. The evidence matrix is a table that illustrates the major sources used from the literature 
review.  The information in the table provides the level of evidence, the summary of the 
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Appendix E 
Lasater Letter of Approval 
Hi Alison, 
  
Thank you for your interest in the Lasater Clinical Judgment Rubric (LCJR). You have my 
permission to use the tool for your project. I ask that you (1) cite it correctly, and (2) send me a 
paragraph or two to let me know a bit about your project when you’ve completed it, including 
how you used the LCJR. In this way, I can help guide others who may wish to use it. Please let 
me know if it would be helpful to have an electronic copy. 
  
You should also be aware that the LCJR describes four aspects of the Tanner Model of Clinical 
Judgment—Noticing, Interpreting, Responding, and Reflecting—and as such, does not measure 
clinical judgment because clinical judgment involves much of what the individual student/nurse 
brings to the unique patient situation (see Tanner, 2006 article). We know there are many other 
factors that impact clinical judgment in the moment, many of which are impacted by the context 
of care and the needs of the particular patient. 
  
The LCJR was designed as an instrument to describe the trajectory of students’ clinical judgment 
development over the length of their program. The purposes were to offer a common language 
between students, faculty, and preceptors in order to talk about students’ thinking and to serve as 
a help for offering formative guidance and feedback (See Lasater, 2007; Lasater, 2011). For 
measurement purposes, the rubric appears to be most useful with multiple opportunities for 
clinical judgment vs. one point/patient in time. 
  






Kathie Lasater, EdD, RN, ANEF, FAAN 
Professor 
OHSU School of Nursing 
3455 SW Veterans’ Hospital Rd., 4-S 
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Note. Atwater Clinical Reasoning Map for Students (ACRMS) was created by the Project 
Manager (PM) to connect the faculty use of the Integrated Reflective Debriefing Guide for 
Promoting Clinical Judgement (IRDG-CJ) and the student’s participation as a way to follow 
each other with common language during the debriefing session. 
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Appendix I 
East Carolina University Institutional Review Board (IRB) Approval Letter
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Appendix J 
Demographic Participant Survey 
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Appendix K 
Faculty Utilization Data Record  
Faculty Utilization Data Record 





























































































































Simulation # 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15   
                                  
Tool Used by Faculty (1=yes, 0=no)                       
IRDG-CJ:  
1 1 1 1 1 1 0 1 1 1 1 1 1 1 1 93.3333 
                                  
LCJR:  
1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 100 
                                  
ACRMS:  
1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 100 
                                  
Total Comprehensive  
Utilization:                               97.7778 
                 
Key:                                 
IRDG-CJ= Integrative Reflective Debriefing for Promoting Clinical Judgement           
                                  
LCJR= Lasater Clinical Judgement Rubric                           
                                  
ACRMS= Atwater Clinical Reasoning Map for Students                     
                                  
Tool utilization = the total amount of times the individual named tool was used by faculty during the individual 
simulation debriefing session 
                                  
Total comprehensive utilization= the percent that all three instruments were used during the simulation debriefing 
sessions 
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Appendix L 
Participant Cover Letter 
